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a only A REVIEW OF THE 1961 MEDICAL CONGRESS 
irect 
ressure _H. O. HoFMeyr, Cape Town 
joined, 
r con- To the observant and receptive participant, the Medical 
a relic Congress of 1961 is vastly removed in time and circum- 
jade in stance from its predecessor—-the Cape Town Medical 
buckle’ Congress of 1949. At that time traces of the atomic fall- 
out at Hiroshima and Nagasaki, in great dilution it is 
espira- true, were still drifting down on a staunch unit of the 
agree- British Commonwealth of Nations — the Union of South 
rimary Africa. Today we look out from a newly-born Republic 
vances on the space age. From the UCT campus, on many a 
publi- clear night, students have caught glimpses of ten or more 
> been man-made satellites in their courses through the heavens. 
ded by Lately these satellites have been vehicles for daring earth- 
dhulp- circling men. The 1961 Congress venue is therefore no 
is now longer an isolated point at the shank end of Africa. 
ods of The rustic beauty and academic calm of the University 
hnique of Cape Town have been disturbed by road-makers, and 
the 1961 Congress-goer was aware of the march of pro- 
gress in the distant roar of the bulldozer in his ears and 
the heavy vibrations of the caterpillar tractors that 
istance assailed his feet. In addition, the dull thud of a huge 
tion is steel ball in the distance told him that the old Varsity 
of the The President. Mr. Currie wall was being bashed to pieces—-the new Cape super- Die Vice-President, Ds. Costes 
nds to highways have caught up with Congress. The old brigade 
a box, are distraught, but the new town-planners point out that the 
porary passing motorist will no longer skirt the UCT in a donga, _ service clubs in the Mother City. The latest Federal Council 
but speed by on a modern highway that will allow an inspiring has a Rotary membership of more than one third, which 
splint view of the venerable pile. ; seems to be a record. During Congress week they visited the 
splint The inveterate Congress-goer could look out from the Con- 7 new clubs in Cape Town, all of which have been spawned 
ntally, gress venue on a new Cape Town against the old blue back- by the 36-year-old mother club since our last Congress in 
ournal drop of the Hottentots Holland mountains. A modern airport, -1949. In addition, as many Lion and Round Table service 
equip- in the middle distance, can jet-propel him to London in day- clubs have been created in the same area. The fortunate 
light from the vicinity of Congress. Super highways snake past doctor, who is invited to become a member of a service club, 
the huge water coolers of a new 
power station on the way to this air- 
hypo- port. The new Red Cross War Me- 
son Is morial Childrens’ Hospital in the 
other distance televised heart operations 
hers — to Congress in the new Science 
ts; etc. Lecture Theatre during the week. 
1edical On the slopes of the distant Tyger- 
on the berg the square pile of the new 
ers in Karl Bremer Hospital is spawning 
a medical school for the University 
2 cor of Stellenbosch, whose keen young 
ss and ‘dosente’ were with us delivering 
rst-aid their research ‘referate’ at the 1961 
Congress. A new intervarsity spirit 
has invaded the two medical 
at an schools, and healthy competition is 
| Caus- raising the standards of research 
it men and teaching. 
f hard To the left, great new roofs indi- 
cate the new medical library, and 
nearer still the medical research 
Africa block -- UCT’s most recent contri- 
ide butions to the needs of modern 
medicine. 
Groote Schuur Hospital, not to 
be outdone, has just blossomed 
out with a modern maternity 
block. | heard an old graduate say 
‘The old place ain't what it used 
to be, and I doubt if I could pass 
moon if I were up for my finals today’. 
| do in Unseen, but nevertheless a very 
is ae real change in the view from Con- 
uestions gress venue, is the presence of new Congress Venue: University of Cape Town. 
925 
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Congress Photograph 


experiences a regular and happy release from the narrow con. 


fines of the sickroom. Among a cross-section of leaders jp 
the community he finds a guarantee for a happy and cop- 
structive old age in the warm fellowship of a group dedicated 
to service to their entire community in all its phases — from 
the cradle to the grave. The medical profession is peculiarly 
alive to what the real needs of the community are, and can 
thus be of very great service in providing assistance where jt 
is most needed. 


THE CONGRESS BROCHURES 


The pride and joy of the organizing committee of a great 
Congress are its brochures. This Congress was no exception, 
and the brochures reflect the skill of the Brochures and Pubii- 
cations Committee and their very willing and expert proof 
readers. 

The big programme brochure, with its 154 pages, is especially 
impressive. It starts off in grand style with a ringing message 
from the State President: ‘Die dienste van die verlede en die 
steeds verbeterende tegniese vaardigheid en kennis verskaf ons 
die versekering van puik mediese versorging in die toekoms’. 

The President of Congress, in his message, struck a new note: 
‘This is the first South African Medical Congress at which 
televised operations and demonstrations in colour on a large 
screen have been presented. They should certainly attract large 
numbers of people without depleting the attendance at other 


sessions. I hope earnestly that the Cape will do its best for’ 


you. Given good weather conditions the Peninsula can now 
be at its most beautiful, and you will find refreshment from 
your labours in the social and sporting engagements provided 
by the organizers’. 

Die boodskap van die Vise-president van die Kongres was 
ook merkwaardig. Hy het onder andere gesé: “Ten tye van die 
opening van die nuwe Effektebeurs-gebou in Johannesburg het 
besoekende beurshoofde van Brittanje en verskeie vastelandse 


nasies 0.a. verklaar: ‘Ons het oopgegaan; na ’n kort verblyf_ 


in Suid-Afrika moes ons ons opvattings omtrent julle land 
radikaal verander. Suid-Afrika is ’n beleggingsveld met groot 
moontlikhede’. Ons spreek die hoop uit dat ons oorsese gaste, 
na ’n vrugbare besoek in ons land, dieselfde opvattings sal 
huldig as die besoekende beurshoofde.” 

The brochure then goes on to list 13 distinguished guests 
among others, Dr. Ian D. Grant, Chairman of the Council o! 
the British Medical Association, Dr. Derek P. Stevenson, Secre- 
tary of the British Medical Association, and Dr. Hagar 
Hethrington, of the Canadian Medical Association. Other 
representatives came from Germany, France, the United States 
Israel and one from Kampala, Uganda. 

The next item listed the 12 committees which were necessary 
to run Congress; their serving members numbered 70 men, 
40 women, and 30 final-year medical students. 

The Scientific Committee reported that 18 sectional meetings 
would continue throughout the week excepting during the 
plenary sessions. The growth of Groups within the Medical 
Association of South Africa is reflected by the fact that 
during Congress week 25 National Groups of doctors held their 
annual general meetings. I can remember a pre-war Congres 
when there were only 2 or 3. The most envied group wer 
the Railway Medical Officers who had a twilight session of 
the slopes of Tamboerskloof. 

The programme also reminded us that other groups wer 
meeting during Congress, ranging from a group on alcoholism 
to that on unmarried motherhood. 

Television, the glamour-girl of Congress, had a programm: 
all to herself, which indicated the specific times at whic! 
programmes could be viewed in the New Science Lectur 
Theatre. 

Lastly. the big brochure listed the commercial exhibits whic: 
occupied the entire Jameson Hall and the lower sports hal 

The 58 scientific exhibits and the 55 scientific films sporte 
their own brochure which reported the fulfilment of a dream 


Congress photograph: Front, 1. to r.: Drs. L. M. Marchand, P. D. Cor 

brink, A. L. Agranat, A. Landau, A. W. S. Sichel, D. P. Marais, R. D.# 

Baigrie, H. O. Hofmeyr, A. P. Blignault, A. H. Tonkin, R. L. Rete 

J. Roux, J. C. Coetzee, J. A. Currie, E. W. Turton, Prof. M. Rachmi 

witz, Dr. A. Goldberg, Prof. B. Bromilow-Downing, Drs. H —— 

G. S. Muller Botha, T. Shadick Higgins, P. F. H. Wagner, G. J. Re 
and Prof. H. Grant-Whyte. 
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In 1949, the then chairman of the scientific exhibits expressed 
the ambitious hope that one day the scientific exhibits would 
outnumber the commercial exhibits. He felt that in this way 
it would be proved to the medical profession that the scien- 
tific exhibits had really ‘arrived’. At this Congress his dream 
came true for the first time in the history of the Association. 

Another handy little brochure was the Congress Pocket 
Diary, a guide to the daily scientific sessions in various parts 
of the Congress venue. 

A very colourful brochure proclaimed the fact that the 
doctors’ hobbies was still a very special feature of Congress. 

The attractive folder given to every member who registered, 
not only contained all of the above, but also maps of various 
parts of the country and handy leaflets describing most of 
the tourist attractions in it. 


THE OPENING CEREMONY 


The opening ceremony was a colourful occasion of academic 
dress, distinguished visitors, and brilliant orations. After a 
warm and sincere welcome to all delegates and their wives 
to Cape Town, by His Worship the Mayor of Cape Town, 
Councillor A. H. Honikman, Congress was opened by Mr. J. P. 
Duminy, Principal of the University of Cape Town. In a 
stirring address he appealed for goodwill and vision to over- 
come the awesome dangers now facing the world. In closing, 
he said: ‘Of all God's creatures man alone was given the power 
to guide his own destiny, man alone was given the privilege 
to recognize and appreciate the rights and freedoms he was 
created to enjoy; man alone was made the shaper of his own 
way of living. 

‘We see man today in imminent danger of losing these pre- 
cious things through his apathy, his inertia, his unwillingness 
to think for himself, and his lack of “guts”. 

‘You men of medicine have always been in the vanguard 
of the crusade in keeping mankind ever mindful of these 
fundamental human 
issues which I be- 
lieve to be most 
worthy and most de- 
manding of our time 
and attention. 

‘We look to you 
with confidence to 
use the ample power 
of your influence to 
bring the world back 
to a proper realiza- 
tion of the essential 
meaning of  exist- 
ence, of the sacred- 
ness of life, and of 
the dignity of man.” 


Some of distin- 
guished visitors and some 
of the Congress organi- 
zers, who were enter- 
tained at a cocktail party 
at Lanzerac, by em- 
brandt, on 26 September. 

Front row, l. to r.: Dr. 
G. Jackson Rees; Mrs. 
E. W. Turton; Mr. S. 
Liebenberg, Mayor of 
Stellenbosch: Mrs. J. A. 
Currie; and Mrs. V. 
Ferreira, Convener, 
Ladies Entertainments 
Committee 

Back row, |. to r.: Dr. 
A. P. Blignault, Editor, 
South African Medical 
Journal; Mr. J. A. Currie, 
President of Congress; 
Mrs. J. Roux; Dr. J. 
Roux, Organizing 
tary of Congress; Mr. 
van Reenen; Dr. J. ¢ 
Coetzee, Vice-President 
Congress; Mr. S. E. 
Smith; and Dr. L. M. 
Marchand, Associate 
Secretary, Medical Asso- 
Siation of South Africa 
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Stevenson, Secretary of the British Medical Association 
and Dr. I. D. Grant, Chairman of the Council of the BMA, 
who were among the distinguished visitors from overseas. 


Dr. D. P 
(left); 


In his presidential address Mr. J. A. Currie reaffirmed the 
old medical truism that the general practitioner is the back- 
bone of the medical profession. He is the man who should be 
specially chosen and who should be specially educated for his 
task. It cannot be emphasized enough that doctors are 
members of a learned profession and must always stay that 

way. It is most desirable that a doctor should be thoroughly 
bilingual and that he should also be a master of one of the 
Bantu languages which is in most common use in his own area. 

Specialists today are playing a much greater réle in surgery 
but, according to the President, it would be wrong for a young 
man to qualify without ever having done an emergency opera- 


. 


928 


tion. In spite of modern transport there are still country areas 
where it is absolutely essential that doctors should be able to 
perform such an operation. He praised the founding in recent 
years of the College of General Practitioners in South Africa. 
This body will seek to promote high ethical standards among 
general practitioners and to provide high standards of post- 
graduate medical education for them. Special facilities will be 
created for postgraduate work 
and research in general practice. 
Students will be prepared for 
practice in general practice 
courses at the medical schools 
at the various universities. 
During the evening various 
medals of the Medical Associa- 
tion of South Africa’ were 
awarded. The  Association’s 
silver medal was presented to 
Prof. J. F. Brock, of the Faculty 
of Medicine at the University 
of Cape Town, for his distin- 
guished services to medical 
science and humanity. The 
Association’s gold medal for 
distinguished service the 
medical profession was pre- 
sented to Dr. J. H. Struthers, 
of Pretoria, a Past President of 
the Association. Three bronze 
medals for meritorious service 
to the Medical Association of 


ors, of Pre- 
conla, Past Chairman of Fede- South Africa were awarded to 
ral Council, to whom the Dr. E. W. Turton, of Boksburg, 
award of the Association’s 


Chairman of Federal Council; 
Dr. L. M. Marchand, of Pre- 
toria, Associate Secretary of the 
Medical Association; and Dr. 
Alan Taylor, of Durban. Two Hamilton-Maynard Memorial 
Medals were awarded-—-one to Prof. Jannie Louw, of the 
Department of Surgery, UCT, and the other to Prof. C. E. 
Lewer Allen, also of the UCT, who has been conducting the re- 
markable research work in connection with the now world- 
famous artificial limb. 

After the close of the opening ceremony the entire assembly 
repaired to the Old Drill Hall where many old friendships 
were renewed at a Mayoral reception. 

THE PUBLIC LECTURE 
On the Sunday night before Congress the traditional public 
lecture was delivered in the New Science Lecture Theatre at 
the UCT by Prof. J. F. Brock,* Professor of Medicine at the 
University of Cape Town. He posed a question which is be- 
coming daily more and more important, i.e., : 


Gold Medal was made for dis- 
tinguished services to the pro- 
fession. 


whether ‘a 
Frankenstein monster of population growth has been created 
by the advances in medical science, or whether man could 
control his destiny?’. It would appear that medical science has 
overreached itself. The application of nutrition and hygiene, 
together with the advent of the antibiotics and other drugs 
effective against bacterial parasites, have led to something that 
can only be called ‘a population explosion’. If the rate of 
population growth of the last few decades is maintained, the 
present world population of 2°8 billion will be 5 billion by the 
end of the century and 10 billion in a hundred years’ time. 
The privileged and educated groups have accepted in general 
that the virtual elimination of infant and child mortality 
brought a responsibility of family restriction, but the under- 
privileged, and particularly the illiterate masses, continue to 
multiply while medical science saves an ever-increasing per- 
centage of their unplanned and often unwanted children. 

The development of atomic power was a force for good, but 
what is bad in this world is that man’s emotional and spiritual 
development and his sense of responsibility are lagging far 
behind his intellectual achievements. 

Before he closed Professor Brock appealed to the general 
public not to view the general practitioner as a man of de- 
clining status. He said ‘the good general practitioner is often 


° La full text of this lecture is published on p. 945 of this issue of the 
Journal 
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more efficient and more worthy of confidence than many 
immature specialists who, because they wear the blinkers of 
their specialty, cannot see the whole need of the patient and 
his family’. 
THE PLENARY SESSIONS 

The opening plenary session on Tuesday morning was appro- 
priately devoted to the ‘Care of the aged’. The President indj- 
cated that this subject had been chosen for its general interest. 
In this rapidly filling world of ours the number of people who 
survive long enough to become old has created a host of 
problems —- sociological as well as medical. Dr. J. H. Sheldon, 
of Great Britain, an authority on geriatrics, had been specially 
invited from overseas to lead the discussions.** His inimitable 
wit and great good humour made him a ieveuniee from the 
start and got the meeting going on a happy note. All morning 
speaker followed speaker covering many facets of the problem 
of the care of the aged. In the afternoon the meeting became 
a combined one, and several specialties, from anaesthesia to 
psychiatry, were involved. 

On Wednesday morning the second plenary session was de- 
voted to ‘Diabetes in Africa’. The speakers drew attention to 
the high incidence of diabetes among the Natal Indians and 
the increasing incidence among the Bantu who adopted the 
European standard of living. After tea the important subject 
of oral agents came under review. Wednesday afternoon fol- 
lowed the Tuesday pattern in that a combined specialist meet- 
ing was followed by a relaxed panel discussion. 

Throughout Congress combined meetings were frequently 
held, and were later on accorded honourable mention by the 
pleased participants. One of the most popular combined meet- 
ings was organized on Thursday morning on ‘The diagnosis 
and treatment of occlusive arterial disease’ when the specialties 
of medicine, surgery, radiology, neurosurgery, and neurology 
participated. 

On Friday morning a similar group combined for a sym- 
posium on ‘Pleural and pulmonary neoplasia’. 

One often heard the wish expressed that the Journal of the 
Medical Association would publish the discussions in detail so 
that the development of arguments and ideas in debate could 
be followed. 


CONGRESS ENTERTAINMENT 


The sports events outlined by the responsible committee and 
its numerous sub-committees seemed to include all sports from 
bowls to tug trips, and most conveners were called upon to 
do their stuff. While the men were sweating it out in the com- 
bined meetings and scientific sections, their wives were “— 
the 


tionally well catered for by those two dedicated bodies 


Ladies Entertainments Com- 
mittee and Transport Com- 
mittee. 


Although it is invidious to 
mention names, one cannot help 
but quote from the admirable 
and very revealing report of the 
convener of the Ladies Enter- 
tainments Committee, Mrs. 
Vivia Ferreira: 

Monday, 25 September 

1. Excursion to Enterprise 
Bakery (35). After tea and a 
present of a tin of biscuits one 
woman said: ‘I have a new 
respect for bread’. 

2. Visit to Service Products 
(sheltered employment) (20). 
‘An eye-opener’. 

Tuesday, 26 September 

1. Visit to Electronic Brain 
at S.A. Mutual (15). A_ lone 
male doctor remarked ‘Should 
have been a must for all the 
men’. Some ladies wondered if 


Prof. J. F. Brock, of Cape 
Town, to whom the award of 
the Association’s Silver Medal 


i ; was made for distinguished 
it might not have been too coreiees to medical science and 
advanced for them? humanity. 


** Dr. Sheldon’s paper is published on p. 935 of this issue of the 
Journal 
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in many 
nkers of 2, Mannequin parade at Clifton Hotel (300). According to 
ient and | the Press: “The most outstanding show yet seen in South 
Africa!’ 
Wednesday, 27 September 
S appro- i. To Castle and William Fehr collection (41). Personally 
ent indi- | conducted by Mr. Fehr. 
interest, 2. Lutheran Church and Koopmans de Wet Museum, Strand 


ple who | Street (20). ‘Interest so great that tea was neglected!’ 


pe Thursday, 28 September 


specially |. Sports arranged: no tennis players, no bowlers — only a 
nimitable | few golfers. 

from the 2. Drive to Protea Heights, Stellenbosch, with picnic tea (48). 
morning ‘Brisk buying and ordering from nurseries’. 

problem 3. Drive to Vergelegen, Somerset West, and tea on lawn (32). 
z became Personally conducted tour by owners, Mr. and Mrs. Johnson. 
thesia to 4. Drive to K.W.V. cellars at Paarl (55). ‘No tea, but sherry- 


tasting at 4 p.m. helped to whet appetites for Congress 
| was de- | Banquet’. 


ention t0 | Friday, 29 September 


vn .- 1. Drive to Groot Constantia and tea at Constantia Nek (16). 
it subject 2. Drive to Kirstenbosch and tea in Gardens (32). 
n00n fol- Grand total: 614 women were entertained of whom 450 
list meet. Were visitors to Cape Town, 
{ 300 welcome parcels were distributed. 
requently Bravo ladies! We doff our hats in admiration. 
by the 
sed mesi- CONGRESS BALL 


diagnosis As on the eve of Waterloo ‘there was a sound of revelry by 
specialties night’ as the City Hall was thronged by all available gallants 
neurology , (medical) and their lovely ladies —565 in all. The old hall 
came to life with an infusion of 1,200 arums, dozens of white 
r a sym-| watsonias, carnations, snapdragons, and geraniums. Nostalgic 
memories were revived by the painted shields of the teaching 
ial of the hospitals and overseas medical schools hung on the panelled 
detail so} walls. The soft glow of the red candles on the white table- 
ate could} cloths added beauty to beauty, to torture anew the cockles of 
the manly myocardium. Nearby the very knowledgeable 
ACVV ladies were waiting with their masterpieces of 
ittee and | gaStronomy, real home-cooked goodies. Harold Cobb, straight 
orts from} from Caltex Kaskenades on the previous night, provided the 
! upon to rhythm and the precious opportunities to return again and 
the com-| gain to the heavily laden tables. 
re excep- 
dies: the CONGRESS BANQUET 
Congress Banquet, in the Weizmann Hall on Thursday night, 
will live long in the memory of the 500 participants for its 
brilliance, witty speeches, outstanding nutriment, and lubri- 
cation— truly South African — of the finest vintage. 

The wines were matched by the sparkling addresses of not 
only the leaders of the English contingent, but also of our 
versatile President and the inimitable ‘Baggs’ Baigrie. 

Dr. Ian Grant, Chairman of the Council of the British 
Medica! Association and guest of honour, demurred at first at 
having to talk ‘on all that food’, but relented and congratu- 
lated our Association on their success in establishing, in South 
Africa, the College of General Practitioners. Two years ago 
he was invited to visit this country to help with the initial 
spade work. As a past President of the College in England, in 
existence since 1952, he was able to help build the Cape 
Faculty on a sound basis. 

The general public should know that the College’s function 
is purely academic and is in no way concerned with fees or 
finance. It seeks to promote high ethical standards among 
general practitioners and to provide high standards of post- 
graduate education for them. Facilities will be created for post- 
graduate work and research in general practice. A student 


of Cape 


. award of Fig. 1. Among the — of Congress were Dr. B. M. Clark, Secretary 
iver Medal for Heaith, and Dr. H. S. Gear, Director, South African Institute for 
stinguished Medical Research 


cience and Fig. 2. Dr. A. W. S. Sichel, Chairman of the Head Office and Journal 
Committee of the Association, in conversation with Dr. J. P. de Villiers, 
previously Medical Officer of Health, Divisional Council of the Cape. 

Fig. 3. Dr. J. C. Coetzee, Vice-President of Congress, in cheerful mood at 
the registration office. 
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attachment scheme is under way so that final-year medical 
students will learn about the problems of general practice by 
first-hand experience. They will also be prepared for practice 
courses for general practitioners at the university. 

The toast of ‘our guests’ was replied to by Dr. J. H. Sheldon, 
of Wolverhampton, who reminded his listeners that it was 
common knowledge that doctors died of the disease they had 
specialized in. This had caused him considerable anxiety until 
he resolved to study maternal obesity. Short of a physiological 
earthquake he had since then felt reasonably safe. 

This world-famous authority on geriatrics made highly com- 
plimentary remarks about the work of the South African 
National Council for the Welfare of the Aged. After a pro- 
fessional lifetime devoted to the problems of ageing, he had 
found something new in South Africa which he was pleased 
and proud to take back with him to England. He was referring 
to the script of the play The Room Upstairs, produced the day 
before by Miss Rosalie van der Gucht at a seminar attended 
by 250 representatives of groups interested in the welfare of 
the aged. 

The play deals with the problems confronting the aged who 
live in the homes of their children. Dr. Sheldon has such a 
high regard for the effectiveness of this play that he intends 
using it in England to further the work for the aged there. 

Dr. Sheldon’s vast knowledge and enthusiasm has stimulated 
the founding of a South African Geriatric Society (a sub-group 
of the Medical Association), which held its inaugural meeting 
during Congress. This body will study the problems of ageing 
in all its aspects, and complement the work of existing bodies. 


THE COMMERCIAL EXHIBITION 


On Monday 25 September, at 9.30 a.m. precisely, our Presi- 
dent, Mr. J. A. Currie, accompanied by the officers of the 
Medical Exhibitors’ Association, opened the large exhibition 
housed in the Jameson Hall and lower sports hall. He com- 
plimented the participants on the excellence of their displays 
and the wide range of their products. He paid tribute to that 
often unappreciated foot-slogger, the pharmaceutical represen- 
tative, who so patiently waits on us in our consulting rooms 
to bring us the latest in drugs and appliances. 

Since the Medical Association of South Africa first began 
holding Congresses, its staunchest supporters have been the 
commercial exhibitors. Indeed, their financial assistance is an 
important factor in making Congress possible. 

It is always a rewarding experience to visit the many com- 
mercial exhibits, since there is always the chance that you will 
discover some new development that you have missed in your 
reading. 

At the door a friendly representative made sure that I would 
absorb the official daily recommended dose of vitamins and 
minerals by offering me a large yellow pill and a slug of water 

Immediately after that we were confronted with the entire 
history of medical writings in books dating from Hippocrates 
to the latest 1961 publications. We won our release with an 
order for a new reference book on modern drugs. 

The clever advertiser of a disinfectant entertained us to an 
instructive display of colour slides illustrating a caesarean 
section and a forceps delivery. 

With beautifully illustrated cards in colour, one firm showed 
what the human organs look like and how they function. 

Next door there was an instrument exhibit where a com- 
plicated but slender bronchoscope, used for removal of a 
monkey-nut from the depths of the lungs in a baby, was 
shown. Through its telescopic lenses it is possible to look round 
corners and, to crown everything, to remove a portion of a 
growth for microscopic examination. 

At one exhibit it was possible for golfers to test their putting 
touch with the added advantage that, if you held out, there 
was a mechanism to shoot the ball back to you. This was a 
popular booth and the exhibitors had no difficulty in drawing 
an enthusiastic audience who queued up to test the apparatus. 

After visits to innumerable other booths and loaded down 
with samples, we staggered out into the open air where a 
friendly soul waited to dispense the last free prescription — 
a cold drink and a pill for our aching ‘exhibition’ feet. 
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THE SCIENTIFIC EXHIBITS 


On Monday at 11 a.m. Dr. Ariel Goldberg, President of the 
Cape Western Branch of the M.A.S.A., accompanied by the 
President of Congress, Mr. J. A. Currie, and members of the 
Scientific Exhibits Committee, conducted the official Opening 
ceremony in the Zoological laboratories. 

In his introduction Mr. Currie insisted that Dr. Goldberg 
emulate Shakespeare’s Ariel in The Tempest, and perch, not 
on a ‘blossom that hangs on the bough’ but on a laboratory 
desk so that he might be visible to the big crowd of exhibitors 
and viewers. 

Dr. Goldberg, in complimenting the Scientific Exhibits Com- 
mittee on its record-breaking show, said that history was being 
made there that day in that the total number of exhibits 
was greater than the number of booths in the commercial 
exhibition for the first time since medical congresses began in 
South Africa. It was the realization of an ambition that the 
present chairman had entertained in 1949 when the first scien- 
tific exhibits on a large scale had been introduced. He com- 
mended an article in the South African Medical Journal of 
25 March 1961, which contained succinct information on the 
construction and layout of a successful exhibit, and hoped 
it would help to eliminate the tiresome ‘stoop, squint and 
stretch’ exhibit. 

As was to be expected, the largest number of exhibits were 
devoted to diseases of the heart and circulation — 10 in all. 
Ischaemic heart disease occupied a large room on its own, 
and Dr. Chris Barnard’s huge working heart, from the depart- 
ment of experimental surgery, had to be accommodated in the 
foyer of the New Science Lecture Theatre. Urology, diabetes 
and pathology had 4, 4 and 6 exhibits respectively. Cancer, 
orthopaedics, dermatology, surgery, ophthalmology, and child 
health came next with 2 or 3 exhibits each. 

An unusual feature of the 1961 exhibits was the accent on 
rehabilitation, which produced 9 exhibits. These ranged from 
alcoholics to the unmarried mother, not to mention the Red 
Cross, the Civilian Blind Society, occupational therapy of 
various kinds, physiotherapy, and the celebrated artificial limb 
of the University of Cape Town. 

Dr. Goldberg reminded his audience that there were 2 90- 
foot-long laboratories full of exhibits, excluding those in the 
foyer of the New Science Lecture Theatre and at the Medical 
Library. An important off-shoot of the scientific exhibits was 
the scientific films (55) that were being shown throughout 
Congress week in other buildings, namely, in the Geological 
and architectural departments. 

Dr. Goldberg thanked Messrs. Riker Laboratories for pro- 
ducing the Scientific Exhibits Brochure; two Rotarians for 
invaluable assistance in providing the materials for booth con- 
struction at cost; Professor Day for the loan of the Zoological 
labs; UCT maintenance for the electrical work; the students 
committee for actual booth construction; and last, but not least, 


Messrs. Coca-Cola for the very welcome refreshment provided 


throughout the week. 

The scientific exhibits were undoubtedly an invaluable feature 
of Congress, filling a long-felt want for consultation-demon- 
strations on the spot by specialists in their subjects. Often one 
heard the sentiment expressed ‘better than a hundred lectures’. 


HOBBIES EXHIBITION 


Those who took time off to visit the above were not only 
amply rewarded, but again convinced that many doctors are 
past masters at the art of ‘loafing creatively’. Edward Bok 


Fig. 1. Talking in the Students’ Union are, from left to right: Dr. W. 
Lennox Gordon, Cape Town; Dr Daubenton, jnr., Johannesburg; Dr 
E. W. Turton, Boksburg North (Chairman of Federal Council); Dr. J. W 
van der Riet, Bloemfontein; and Dr. H. Penn, Johannesburg. 

Fig. 2. Members of Congress in the Students’ Union during a tea interval 
Fig. 3. Sitting from left to right in the Students’ Union: Dr. J. W. vao 
der Riet, Bloemfontein; Prof. B. Bromilow-Downing, Cape Town (Chair 
man of the Organizing Committee of Congress); Dr. A. G. Blyth, Ladi 
smith; and Dr. R. J. Smit, Cape Town. 


Fig. 4. Members of the Executive Committee of the Railway Medical 
Olficers Group 
Fig. 5. Mrs. H. A. Harbottle and Miss J. Stemmit at the attractive stand 


of the British Medical Association. 


Fig. 6. The Sisters Incorporated exhibit at the Scientific Exhibition. Sees 
here is Mrs. S. Turner, secretary of this organization. 
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once called it ‘the measure of a man’s inner civilization’. These 

exhibits were no exception in showing that the medical pro- 
fession as a whole were not a lot of ‘dull Jacks’, but that 
had fate willed it otherwise, they would have made their marks 
in a hundred other spheres. 

Prof. T. W. Price of UCT conveyed much of this sentiment 
in his opening remarks on Monday at 10.15 a.m. That many 
doctors turn to art in their hard-earned moments of relaxation 
is shown by the excellent sketches, paintings, and watercolours, 
as well as plastic work, pewter work, and sculpture. 

Out-of-doors there were the colour photographers, the bird 
watchers, and the boat-builders. Indoors we met the numis- 
matists, the cartoonists, the modellers, the carpenters, the suc- 
culent-growers and the serious students of ancient objects, such 
as the magical Jewish amulets. 

As was to be expected, that shell-millionaire and poetic 
genius, Dr. Morris Cohen, of Durban, stole the show with his 
fantastic shellcraft collection. He exhibited 80 of the 500 
figurines he has created during the past 12 years. Die Burger 
was lyrical about them and described them as a ‘Versameling 
skulpe sonder weerga in die wéreld’. 


CONGRESS AND THE PRESS 


During Congress week the local newspapers seemed to have 
had a series of field days and vied with each other to high- 
light what they considered sensational or newsworthy. Great 
breadth of interest is indicated by these eye-catching titles: 


PROFESSOR WARNS OF ‘POPULATION EXPLOSION’ 

ATOM WAR MAY COME IN A ‘MAD MOMENT’ 

DIE KLEUR MAAK DIE PIL 

PASIENT KAN DOKTER NOG BEKOSTIG, MAAR NIE 
SY VOORSKRIF NIE 

‘LUNATIC FRINGE’ USING HYPNOSIS, PSYCHIA- 
TRIST WARNS 

SPECIAL CLASSES URGED FOR ADOLESCENTS 

PLANNING POOL FOR HOSPITALS URGED 

TRANSFUSION DIRECTOR ON ERROR MARGIN 

DIE MENSDOM KRIOEL SOOS MIERE 

DOCTORS BFAD THEY WERE SEEING THINGS 
(AT THE KHALIFA 

COLOUR TELEVISION AS TEACHING MEDIUM 


S.A. MEDICAL JOURNAL 


11 November 1961 


RADIO 


A feature of Congress that was much appreciated was the 
broadcasting every evening of a short popular summary, in 
English and Afrikaans, of the highlights of Congress by a 
member of the organizing committee. 


IN CONCLUSION 


On pausing to reflect, it will be obvious that the total hours 
of Congress were more than matched by the hours spent in 
committee by the organizers during the previous 15 months. 
The experience Congress-goer may justifiably wonder whether 
our newer colleagues have any real conception of the extra- 
ordinary effort Congress has cost the local men, whose dedi- 
cated enthusiasm for medicine has caused a handful of doctors 
to bring this huge operation into efficient being. Stacks of files 
in the Congress office bear witness to the endless letter writing 
of the past year and countless notations to the myriads of 
telephone calls. 


The selfless devotion of the Congress office staff, backed 
up by the experienced cooperation — at all times made freely 
available — of the Medical Association, especially in its secre- 
tarial, editorial, and business divisions, if publicized, would 
make us the envy of most other South African professional 
bodies. Add to this the unobtrusive but very essential services 
provided by the Ladies Entertainments Committee, the Trans- 
port Committees and the Medical Students Committee, and you 
have a formidable and impressive total of man-hours that must 
easily exceed the man-hours spent at Congress by our more 
than 1,000 registrants. 

The Congress Committee, on completion of its allotted task, 
does not look for bouquets. Its members find a peculiarly 
rewarding satisfaction in the seeds it has sown for professional 
goodwill and understanding and the feeling that there can 
hardly be a participant who will not reap the fruits of its 
blossoming success. 

It would be impossible to evaluate the total of the sum of 
spheres of good fellowship created at Congress and the radii 
of interest that will accrue to all who took part. The hosts 
harbour the fond hope that the impact of their newly-won 
knowledge and friendships will be felt, not only in their local 
professional relationships, but also in their medical societies. 


ALGEMENE KONGRESSE IN DIE TOEKOMS 


’n Belangrike vraag vir ons almal is of daar wetenskaplike 
regverdiging bestaan om ’n kongres soos hierdie te hou. Som- 
mige kollegas twyfel daaraan. Hulle meen dat die mediese 
wetenskap so ontwikkel dat toekomstige kongresse onvermy- 
delik die deur 
shomogene’ nasionale groepe georganiseer word. 


vorm aanneem van groepskongresse wat 

Dit is waar dat sommige van die nasionale groepe in die 
Vereniging besonder aktief is, en baie bygedra het daartoe om 
die status en vlak van die mediese praktyk in Suid-Afrika te 
Maar, 
groot mate ‘n lewenskuns is, eerder as 'n eksakte wetenskap, 


verhoog. omdat die mediese praktyk nog in so ‘n 
en omdat nie net die diepte van ‘n mens se kennis sy status 
as mens en geleerde bepaal nie, maar ook die omvang van 
sy kennis, en bowe alles sy menslikheid —daarom moet daar 
omvattender geleenthede wees in ons mediese professionele 
omgang met mekaar, om ’n insig te kry in ons onderskeie 
omstandighede en probleme. 


*n Algemene mediese kongres maak sulke geleenthede moont- 


lik op ‘n akademiese sowel as op ‘n maatskaplike vlak. En 


daarin lé sy groot waarde. In die seksionele vergaderings is daar 
*’n kans vir deskundiges op verskillende gebiede om hul kennis 
te deel met mededeskundiges. In die voltallige sittings is 
daar geleentheid om die soort probleme te bespreek wat van 
belang is vir alle geneeshere in alle vertakkinge van die 
medisyne. En op ’n veel subtieler vlak is daar die geleentheid 
vir persoonlike omgang— gedagtes wat oor ‘’n koppie tee 
gewissel word, lei dikwels tot verbredende en verruimende 


nuwe insigte. 


Laat ons dus nie afsien van ons algemene kongresse nie. 
As daar kritiek is, en daar sal wel kritiek wees, laat ons dit 
nou ste] en formuleer, sodat ons kan leer uit ons foute en 
gevrywaar wees teen Voltaire se waarskuwing dat hulle wat 
nie uit die geskiedenis wil leer nie, gedoem is om hul foute 
te herhaal. Laat ons dus krities wees, maar laat ons daarby 
Want slegs dan sal ons daarin 
in akademiese en 
kulturele geleenthede waarop ’n ou, geleerde, en tradisieryke 


positief en opbouend wees. 


slaag om ons kongresse om te skep 


professie trots kan wees. 
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DIE LIEFDADIGHEIDSFONDS 


Dit is deel van ons Westerse agtergrond om teen die einde 
yan die jaar te begin dink, nie net aan ons eie behoeftes 
en begeertes nie, maar ook aan dié van andere. Terwyl 
daar dus hierdie gesteldheid van welwillendheid is, sal dit 
goed wees om weer eens te skryf oor een van die heel 
besondere dienste wat die Mediese Vereniging lewer, naam- 
lik, sy werk in verband met die Liefdadigheidsfonds. 


Die Liefdadigheidsfonds van die Mediese Vereniging is 
etlike jare gelede gestig met die doel om ‘n trustfonds daar 
te stel waaruit weduwees en afhanklikes van geneeshere 
gehelp kan word. Die bedoeling was om ‘n aansienlike 
kapitale bedrag op te bou wat winsgewend belé kon word 
en waarvan die rente (plus ander gelde soos gereél deur 
die Vereniging) gebruik kon word om gereelde toelaes aan 
verdienstelike gevalle van afhanklikes van geneeshere te 
betaal, waar sulke afhanklikes in ’n onbevredigende finan- 
sigle toestand agtergelaat is. 


Die manier waarop die fonds op die oomblik geadmini- 
streer word, is soos volg: Die kapitale bedrag van die fonds 
is belé en die jaarlikse rente (plus ’n bedrag van die by- 
draes wat effens groter is as die bedrag van die rente — 
kragtens ‘n onlangse besluit van die Federale Raad) word 
elke jaar geneem om toelae uit te betaal aan persone wat 
uit die fonds gehelp word. Aanbevelings oor wie toelaes 
moet ontvang en oor hoe groot die toelaes moet wees, 
word deur die verskillende Takrade van die Vereniging 
gedoen, en die Hoofkantoor-komitee van die Federale Raad 
ken dan di¢ toelaes toe. Elke geval word natuurlik eers 
deeglik ondersoek ten opsigte van sy behoeftes voordat 
die toekenning van die toelaag gemaak word. Alhoewel die 
afhanklikes van afgestorwe lede van die Vereniging voor- 
keur geniet, word bystand soms ook verleen aan afhank- 
likes van diegene wat nie lede van die Mediese Vereniging 
was nie. 


Om in staat te wees om soveel hulp as wat nodig mag 
wees aan soveel begunstigdes moontlik te verleen, is dit 
natuurlik belangrik om die kapitale bedrag waaruit die 
fonds bestaan so groot as moontlik te maak. Die vier ver- 
naamste inkomstebronne van die Liefdadigheidsfonds is 
soos volg: 


1. Donasies. Persone of groepe maak van tyd tot tyd 
bydraes tot die fonds. Geen bydrae is te klein om welkom 
te wees nie, want in hierdie opsig is die spreekwoord 
maar al te waar dat ,alle bietjies help’. Gedurende die 
‘aaste aantal jare het die gebruik egter by sommige Takke 
ontstaan om spesiale pogings aan te wend om aansienlike 
somme geld vir die Liefdadigheidsfonds bymekaar te maak. 
Hierdie pogings deur die Takke word gewoonlik deur plaas- 
like reélingskomitees gedoen waarop die vrouens van ge- 
neeshere en ander belangstellendes dien. Op hierdie manier 
Was dit moontlik vir sommige Takke om, byvoorbeeld, 
R1,600 of meer op ’n slag tot die fonds by te dra. En 
met lofwaardige ondernemingsgees het die Suid-Transvaalse 
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Tak al op meer as een geleentheid die groot som van 
R5,000 tot die fonds bygedra. 


2. In Memoriam-bydraes. Die gebruik het by geneeshere 
ontstaan om by die afsterwe van naasbestaandes of vriende 
‘n bydrae tot die Liefdadigheidsfonds te stuur in plaas van 
om kranse te stuur of ander materiéle huldeblyke te be- 
toon. In hierdie gevalle word ‘n paslik-bewoorde kaartjie 
van deelneming dan deur die Vereniging namens die by- 
draer aan die naasbestaandes van die afgestorwene ge- 
stuur. Hierdie soort bydraes word nou vir ’n spesiale 
opvoedingsfonds vir afhanklikes van dokters gebruik. 

3. Bydraes word ook dikwels aan die Liefdadigheids- 
fonds gemaak as erkenning van ,dienste gelewer’ deur een 
geneesheer aan ‘n ander. Aan die kollega wat die dienste 
gelewer het, word ‘n kaartjie van bedanking gestuur, waar- 
op vermeld word dat sy dienste waardeer word. 


4. Nalatenskappe vorm ‘’n welkom bron van inkomste 
van die Liefdadigheidsfonds en bemakings vir hierdie doel 
moet sterk aanbeveel word. 


Onlangs is op ‘n nuwe manier probeer om die inkomste 
van die fonds te sterk. As gevolg van die inisiatief van mev. 
E. Gétaz, ’n lid van die Vereniging van Mediese Vrouens 
van die Tak Kus, Natal, het die geleentheid ontstaan om 
‘n aansienlike bedrag bymekaar te maak vir die Liefdadig- 
heidsfonds. Die Standard Triumph (Edms.) Bpk. Maat- 
skappy het naamlik ’n Triumph Herald koepee motor 
geskenk as ’n prys in ’n kompetisie. Die kompetisie is op 
‘n nasionale basis georganiseer deur die advertensiefirma 
Lindsay Smithers (Edms.) Bpk. 

Ongelukkig was die verloop van hierdie insameling 
teleurstellend. Die finale bedrag is nog nie beskikbaar nie, 
maar dit sal veel laer wees as wat verwag was. Miskien 
was een van die foute wat gemaak is, dat die tydperk van 
die insameling te kort was—eintlik moes dit oor die 
Kersseisoen gestrek het. Ook moes daar in die Takke ’n 
groter persoonlike oproep op individuele geneeshere ge- 
maak gewees het. As elke geneesheer een hele boekie ge- 
neem het, sou daar onmiddellik ‘n baie groot bedrag 
versamel gewees het. 

Ons kan egter tog uit dié ervaring put deur die indi- 
viduele benadering tog nog te beklemtoon. As elke lid 
van die Mediese Vereniging jaarliks, saam met die betaling 
van sy ledegelde, een of twee rand aan die Liefdadigheids- 
fonds stuur, sal daar dadelik ‘n groot inkomste vir die 
fonds wees. 

Die Liefdadigheidsfonds van die Mediese Vereniging is 
goed bekend aan ’n groot aantal lede van die Vereniging 
wat tot dusver gereeld donasies en bydraes gegee het. 
Daar is egter nog baie lede wat nie weet dat so ‘n fonds 
bestaan nie. Daar word besef dat as die aandag van lede 
op die fonds gevestig word, die gevolg sal wees dat 
ruimer geleentheid vir die Vereniging geskep sal word om 
diegene wat bystand nodig het, tot hulp te kom. Met 
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hierdie doel voor oé het die Vereniging ‘n spesiale boekie 
opgestel (wat min of meer soos ‘n tjekboek lyk en die- 
selfde formaat het). Op die vorms in die boekie kan voor- 
nemende bydraers aandui of hulle In Memoriam-bydraes 
wil maak, of bydraes vir dienste gelewer, en of hulle 
nalatenskappe aan die Liefdadigheidsfonds wil bemaak. 
Hierdie boekies kan op navraag van die Sekretaris van 
die Mediese Vereniging (Posbus 643, Kaapstad) verkry 
word, en dit sal goed wees om so ‘n boekie in ‘n laai 
byderhand te hou sodat dit te eniger tyd beskikbaar kan 
wees wanneer geneeshere die behoefte mag voel om aan 
ander hulp te verleen deur bemiddeling van die Vereni- 
ging se Liefdadigheidsfonds. 


S.A. MEDICAL JOURNAL 


11 November 1961 


Langs hierdie weg wil ons graag ‘n beroep doen op alle 
individuele lede van die Vereniging en op alle Takke en 
Afdelings om alles in hul vermoé te doen om hierdie fonds 
te steun. Daar is ’n groot en dringende behoefte by baie 
naasbestaandes van geneeshere wat in ’n baie swak finansi- 
€le posisie verkeer. Die nood is so groot dat die Komitee 
wat met die administrasie van die fonds belas is, dikwels 
nie weet wat om te doen nie. Deur saam te staan om die 
Liefdadigheidsfonds van die Mediese Vereniging tot so ‘n 
groot en sterk fonds as moontlik op te bou, kan ons in 
staat gestel word om ’n waardige en edele gebaar te maak 
aan die nagedagtenis van ons ontslape kollegas. 


COLOUR TELEVISION AS AN AID TO TEACHING 


By now doctors in various parts of South Africa have 
had an opportunity of assessing the value of the Smith, 
Kline and French closed-circuit colour television unit as 
a teaching medium. It was in use at the recent Medical 
Congress in Cape Town, and was afterwards demonstrated 
in both Johannesburg and Durban.. Members of the 
Medical Association who saw the television unit in action 
at the Cape Town Congress were convinced of its useful- 
ness in certain spheres of teaching. 


Seven operations were carried out and a_ paediatric 
demonstration was held. All these took place at the Red 
Cross War Memorial Children’s Hospital and were trans- 
mitted to the New Science Lecture Theatre at the Univer- 
sity of Cape Town. There, a picture was projected onto a 
large screen where all the processes being undertaken were 
seen by a large audience at the time they were taking place 
at the hospital. Panels of experts were in a ‘studio’ at the 
hospital for each operation or demonstration, and the 
surgeon, his assistant and the anaesthetist had concealed 
microphones through which they could describe all that 
was happening in the operating theatre. A moderator in 
the lecture hall was in direct contact with the hospital and 
could put questions from the audience to the panel and 
the operator and his team. 


During the operations, a television camera was focused 
on a mirror suspended above the operation site, in such 
a way that every move of the surgeon could be seen close 
up or at a distance by the watching doctors. The colours 
on the television screen were true and accurate, and all 
the difficulties and possible pitfalls of the operations 
could be seen and understood. Intelligent questions from 
the audience, expert discussion by the panel, and step-by- 
step explanation by operators made the procedure a unified 
whole, an experience that could be shared by audience and 
participants alike. 

One of the items in the Hobbies Exhibition at the Medi- 
cal Congress was an amusing series of cartoons by Dr. 
J. K. Bremer of Pretoria. These depicted the alleged 
manoeuvres of a rather short doctor who was trying to 
watch an operation in the theatre. His unsuccessful 
attempts had more than a grain of truth in them, and 
highlighted the great value of the television demonstrations 
as a method of instruction for both undergraduate and 


postgraduate students. Only an assistant at an operation 
or one or two others standing close by could hope to see 
as much of the operative technique as can be seen through 
the medium of television. 

Of course, it is an expensive method of teaching, and 
probably no one medical school in this country could 
afford to install a colour television unit were that per- 
mitted. However, if all our medical schools were allowed 
to get together and maintain one such unit between them, 
it could be used for special teaching purposes. New 
operative techniques, as they are developed, could be 
shown to groups of postgraduate students, while specified 
periods could be set aside at each medical school for the 
demonstration of operative principles and other selected 
facets of the wider field of medicine to undergraduates 

As a method of teaching, closed-circuit television is 
far superior to a film of the technique to be demon- 
strated. The audience, being free to ask questions at any 
point in the course of the operation, participate in an 
‘actuality’ experience, and thus learn actively as_ the) 
watch. Of course, this cannot take the place of practical 
work by the student, but we are convinced that, for 
certain procedures and operations, especially where large 
groups of students are involved, this new method of 
instruction is of the greatest value. 

The medical profession in South Africa is grateful 
to the Minister of Posts and Telegraphs, Dr. A. Hertzog. 
for giving his permission for the use of closed-circuil 
television at the Medical Congress and elsewhere; to Mr 
A. J. Botes, the Postmaster General, for the facilities 
of his department; to Messrs. Smith, Kline and French 
and their medical adviser, Dr. I. Schrire, for bringing 
the television unit to this country; and to all the medical 
men and technicians who made these demonstration 
such a success. 

A mature assessment of the value of closed-circul 
television will now be made by all the medical school 
in South Africa, and we hope, if they agree that 1 
value has been amply demonstrated, as we believe it ha‘ 
that steps will be taken to see that a permanent unit 
this nature will be obtained for use in this country. 
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OLD PEOPLE AND THEIR HEALTH* 


J. H. SHELDON, C.B.E., M.D., F.R.C.P. (LoNp.), Wolverhampton, England 


Consulting Physician, Royal Hospital, Wolverhampton; Adviser in Geriatrics, Birmingham Regional Hospital Board; 


Past-President, International Association of Gerontology 


May I first of all express my deep appreciation of the 
very great honour that you have conferred on me by this 
invitation to travel to South Africa to speak to you today. 
It is both an honour and a responsibility. and the mere 
fact that you are today devoting a plenary session to the 
subject of Old Age is an indication of its importance. 
When the British Medical Association held a combined 
meeting with the Canadian Medical Association at Edin- 
burgh in 1959, Old Age was then given a prominent place 
in the programme, and in fact ‘the problems of old age’, as 
we are apt to call them, are becoming widespread through 
the world. 

We must, however, be careful about the use of this word 
‘problem’, for it represents one of the two prevailing mis- 
conceptions concerning old age —! shall refer to the other 
at the end of this address. I have already said elsewhere 
that ‘it is grossly unfair to the old people themselves to 
regard their age purely as a problem for society. To do so 
would be to forget their own massive contribution to the 
maintenance of our social structure. To make but two 
points: in general they make every effort to preserve their 
own independence, while the contribution made by the 
older woman to the domestic stability of the community 
needs only to be stated to be realized’. It is broadly true 
that, until the middle seventies are reached. most indivi- 
duals tend to be donors rather than debtors to society. 


Increase in Proportion of Aged 


The challenge to society presented by ageing of the 
population occurs wherever mankind chooses to make use 
of the profound control of his environment inherent in 
modern medicine and public health. One immediate effect 
of modern public health is the reduction in mortality rates, 
which leads to a great improvement in the expectation of 
life, and so to an increase in the number of those reaching 
old age. It is important to remember that these population 
changes are progressive in more than one sense. With the 
spread of knowledge more countries are concerned, and 
within those already affected the impact of age increases. 
In a population whose numbers are freely exposed to 
natural denudation, the proportion of old people (i.e. be- 
yond 65) is low. Thus, in Ceylon in 1881 the proportion of 
elderly people was only 2:0°,. and at such a level most 
human communities are able to carry without undue diffi- 
culty the stresses imposed by old age. 

By contrast, there were, in 1954. six countries whose 
population contained 10%, or more of old people, and at 
this level the stresses of old age become matters of public 
concern. These countries were ali in Western Europe — 
e.g. Belgium, Great Britain, France. and Sweden — but the 
Process is becoming global. It is not without significance 


“Paper presented at the Plenary Session on ‘Care of the 
Aged’, 43rd South African Medical Congress (M.A.S.A.), Cape 
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that Japan, the first of the Asian countries to embrace 
modern public health, now has two active societies devoted 
to the study of old age. Once started, the population 
change is progressive. Thus, in Great Britain the elderly 
had risen from 5% in the census of 1911 to about 7% in 
that of 1931, and are now probably around 12%. Not only 
is the tide rising, but the projections of the future sug- 
gest that this increase will continue at least until the 1980s. 
In many countries the internal structure of the population 
has been further changed by a simultaneous decline in 
birth rates. The smaller percentage of newborn causes the 
well-known bulge in the population pyramid and has 
social consequences of the utmost importance — it helps 
to account for the fact that in Great Britain some 25%, 
of the old people are without children to care for them. 
Definition of ‘Old Age’ 

An essential factor in the approach to the title of this 
discussion is a definition of what we mean by ‘old 
people’. In Great Britain old age begins at 60 for women 
and 65 for men, these being the ages at which individuals 
can obtain their contributory pensions. Nevertheless, these 
ages are devoid of biological significance, and there is a 
large body of evidence to suggest that old age begins later 
than this. The extraordinary degree of variation in the rate 
at which individuals age makes it very difficult to provide 
a satisfactory definition of old age. 

Personally, I look on the period from 60 to 70 as being 
late middle age and not relevant to our discussion, and 
my remarks are devoted entirely to the period beyond the 
age of 70. Threz points concerning this age group are of 
primary importance. In the first place it is now increasing 
with alarming rapidity — thus, in Great Britain, between 
1935 and 1955 there was an increase of only 42% in 
women aged 65-69, compared with one of 132% in 
women of 85 and over. In the women’s medical ward at 
the Royal Hospital, Wolverhampton, the proportion of the 
total admissions of women aged 70 and over rose from 
3-9, in 1948 to 104° in 1957, and for the first half of 
1959 was no less than 12%. This is probably the most 
important single factor in the general problem of old age 


TABLE I. PERCENTAGE STRUCTURE OF OLD-AGE POPULATION OF 
GREAT BRITAIN 


Men Women 
Year 65-74 75 and over 65-74 75 and over 
1935 74:5 23°35 69-6 30-4 
1955 32°1 36°2 
1988 35°6 56°3 43-7 
1998 63-0 54:1 45-9 


and, as Table I shows, its relevance is likely to increase 
for another 30 years. 


Factors Involved in Health in Old Age 


From 1935 until the end of the century a steady increase 
is prophesied in the quota of old age contributed by those 


936 S.A. MEDICAL JOURNAL 


beyond the age of 75. In the second place, this age group 
contains a great preponderance of women for, as years 
increase, females steadily outnumber males, and although 
their mortality rates are less, all observers agree that their 
morbidity rates are higher than those of men. In the 
third place, many have only succeeded in attaining these 
advanced ages with the help of antibiotics to control their 
acute respiratory illnesses. Now they may ultimately suc- 
cumb from illnesses whose duration of final incapacity is 
prolonged — such as cerebrovascular accidents, fractured 
femurs, or mental breakdown — which may call for pro- 
longed support from the community, for the frailty of late 
old age may invalidate a technical recovery. The dispro- 
portionate increase in the number of those who are reach- 
ing the extremes of life is placing a considerable strain on 
the hospital, housing, and domestic facilities available for 
the care of old people in Great Britain. Nevertheless, there 
is more individual variation in old age than at any other 
period in life, and many aged people succeed in maintain- 
ing a life of independence virtually up to the end. 

It is well to remember that the physical health in old 
age is influenced by two factors, which are of earlier 
origin and are essentially unalterable. One is the genetic 
constitution of the individual and the other is the sum total 
of his or her earlier life. Life insurance companies take 
quite an interest in both these points! Experimental evi- 
dence suggests, for instance, that a life of mild under- 
nutrition may be more conducive to old age than one of 
overnutrition, but it would be quite useless to ask a 
younger individual to spend his adult life in avoiding the 
pleasures of appetite in order that he might have a slight 
persistence in duration towards the very end! 


The period of old age is characterized by two further 
factors which, in the present state of knowledge, remain 
uncontrollable. There is an inevitable decline in the 
strength and flexibility of the body. It is not for nothing 
that athletes reach their prime earlier in life, and until one 
knows something about the inner nature of ageing it has 
to be accepted that the body in old age operates on a 
lower level both of immediate function and of reserve 
power than in earlier life. At the same time it is subject 
to degenerative conditions, such as arteriosclerosis and car- 
cinoma, whose nature and control still remain elusive. I do 
not propose to say more about this aspect of old age, 
except to emphasize the profound importance of arterial 
disease. The therapeutics of old age, if restricted in scope 
by these considerations, can nevertheless be most valuable, 
and the demonstration that so much can be done by a 
policy of active treatment has been one of the main 
contributions to modern geriatrics. In my judgment, an 
overriding consideration here is the mental and moral 
vigour of the old person. What matters is that they should 
take an optimistic view of their condition, regardless of 


TABLE II, MOBILITY AND ASSESSMENT OF FITNESS AS PERCENTAGE 


OF SAMPLE 
Self- Physician's 
Unrestricted assessment assessment 
Survey mobility as fit as fit 
Sheffield: men 71:2 
Wolverhampton: men 70-0 35-4 
Sheffield: women 54:9 48-7 23-0 


Wolverhampton: women 63°5 19-4 
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what one may term the medical or scientific truth. A 
remarkable demonstration of the practical importance of 
this point of view was found in the surveys of two random 
samples of old people carried out at Wolverhampton’ and 
at Sheffield,* as shown in Table II. 

It will be seen that in both Sheffield and Wolverhamp- 
ton, and for both men and women, the old people tended 
to rate their health as better than did the examining phy- 
sician. It was for this reason that so many got about as 
much as they wanted in spite of adverse medical opinion as 
to their health. The following incident illustrates this 
point: 

Some years ago on an Atlantic passage I met an old man 
in the eighties who was travelling alone to visit his daughter, 
in spite of severe osteoarthritis in both hips. It appeared that 
his wife used to dress him, but when she died he had to fend 
for himself, so he fixed a peg in the wall to hold on to, and 
made a special pair of tongs which enabled him to put on and 
take off his socks and trousers. It is this refusal of so many 
old people to ‘strike the flag’, their deep determination to 
maintain their independence, that is so valuable. 

Measures to Assist Independence in the Aged 

In assisting them in this desire. four measures are of 
great practical importance: 

1. In the first place I would stress the importance of 
adequate visual function. Old age is a period in which 
visual information becomes relatively more and more 
important, and it is also a period in which the peripheral 
receptors of vision are themselves subject to degeneration. 
I have no doubt whatever, that the greatest boon conferred 
on old people in Great Britain by the National Health 
Service has been the provision of adequate spectacles, for 
in 1948 I found that nearly one third were using spectacles 
that varied from inefficiency to positive harm.’ I recom- 


mend any community that is anxious to maintain the | 


health and efficiency of its old people to regard the care 
of their vision as being of quite fundamental importance, 
although, at the extremes of age, such conditions as cata- 
ract or senile degeneration of the macula may place a 
considerable strain on the hospital facilities. 

2. In the second place, the provision of hearing aids is 
important, for a decline in auditory function is common in 
old age, and tends to affect men rather more than women. 
Deafness is an affliction which receives very little sym- 
pathy from the community, though it is a harassing com- 
plaint for the sufferer, and can have unfortunate social 
effects. Its relief by hearing aids has unquestionably proved 
of immense benefit to old people. 

3. In the third place I regard the care of the feet as of 
profound practical importance. I do not know whether 
this is so important an aspect of ageing in South Africa as 
it is in Great Britain, where painful feet are the cause of 
much disability in old age, especially in women. Its relief 
is important since it is a local defect that can prevent 
individuals of otherwise considerable vigour from making 
an effective contribution to the life of the community. The 
provision of simple chiropody has been a great comfort 
and assistance to many old people in Great Britain, where 
the local authorities are now empowered to provide this 
service. 

4. The fourth way in which we can help to maintain the 
physical efficiency of old people is by ensuring that they 
receive an adequate diet. One result of the proportionate 
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increase of old people within the population is social 
jsolation, leading in many instances to their living alone. 
At the last census in 1951, no less than 917,000 out of a 
total of 6,663,000 old people, or 13-8%, were living alone. 
As a result of shopping and other difficulties, their diet 
may at times be reduced to such simple items as tea and 
bread and margarine, and they may never eat a reasonably 
sufficient diet. It has been found that the provision of 
adequate feeding (by a voluntary service that in England 
we call ‘meals on wheels’) has been of immense benefit, 
and it is astonishing how frequently restoration of an indi- 
vidual’s nutrition will be accompanied by improvement in 
mental vigour. One should certainly add here the advisa- 
bility of having a reasonable mouthful of teeth with which 
to chew. 


Occupational Risks of Old Age 


We are fortunate that such simple measures as those I 
have just outlined can be so successful in preserving the 
vigour of old people. There are, however, certain occupa- 
tional risks of advancing years, in the forefront of which 
I would place a loss of postural stability, resulting in a 
liability to accidents and falls. A large proportion of fatal 
accidents in the house are due to falls in people over 65 
and, although there are numerous reasons, they can be 
divided into fairly simple categories. One frequent cause 
is a purely accidental fall, resulting commonly from a 
surface made slippery by such factors as grease or winter 
snow and ice. 


Another important group is falls on the stairs. One very 
curious finding among these is that one quarter are due to 
old people stepping off the bottom stair before actually 
reaching the floor.’ This is something we must all of us 
have done at some time, but have usually succeeded in re- 
taining our upright position. In old age this ability sud- 
denly to retrieve a balance placed in jeopardy is lost and 
they fall. In fact, the remark that one commonly hears is 
“once you're going, you've got to go”, a statement that 
conceals a fascinating problem in functional neuropatho- 
logy. An interesting finding was that 10% of the fractured 
femurs I investigated were due to this type of fall, and it 
would seem that the violent muscular efforts involved in 
the attempt to regain balance were the probable cause of 
the fracture —the bone weakened by senile osteoporosis 
being unable to withstand such a severe muscular pull. 
Tripping over carpets and other minor projections is an 
important cause of falls, and seems to be due to a senile 
change in gait, which in many ways is reminiscent of 
parkinsonism. 

The single most common type of fall, which accounts 
for one quarter of all falls in old people, is the ‘drop 
attack’, in which an individual suddenly falls to the ground 
without loss of consciousness. A typical instance was that 
of an old lady of 86 who at one moment was peeling 
potatoes at her sink, and at the next moment found herself 
on the floor with a potato in one hand and the knife in the 
other. The origin of these attacks is obscure, but it has 
been suggested that they may be based on transient 
changes in blood supply to the brain stem.® Half the old 
people suffering from these attacks were unable to throw 
their heads back, or to work with their hands above their 
heads, without developing giddiness or other symptoms. 
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The frequency of this disability in normal old age is 
unknown, but it is certainly considerable, and I am con- 
vinced it is a most important factor, though its importance 
is not usually recognized. 

Although it might have a labyrinthine origin, it seems 
most likely that obstruction to the blood flow in the verte- 
bral artery may be the operative factor. This will help to 
explain the frequency of vertigo in advanced years, which 
is a direct cause of some falls, and a contributory factor 
in many more. It is likely that this vertigo is central in 
origin, probably owing to temporary ischaemic changes in 
the vestibular nuclei and other centres in the brain stem. 
Osteoarthritis of the cervical spine is very common with 
advancing years, and can cause displacement of the verte- 
bral artery, and it is thought that extension of the neck 
may so aggravate this as to lead to temporary ‘kinking’ 
with obstruction to the flow of blood, which may in turn 
precipitate a drop attack. At any rate I feel certain that 
there are many old people to whom extension of the neck 
is potentially dangerous, and a posture to be avoided. It is 
a posture adopted in numerous domestic situations, such as 
hanging washing on the line, replacing an electric light 
bulb, or reaching to the top shelf in a cupboard — which 
should certainly be eschewed by susceptible old people. If 
it is true that a man is as old as his arteries, I would go 
on to ask ‘which arteries?’, and would unhesitatingly reply 
‘the two carotids, the two vertebrals and the basilar’. This 
difficulty in extension of the neck may be one facet of their 
importance. The extraordinary retention of mental power 
into advanced years shown by some individuals may turn 
out to be based on an unusual retention of an open and 
unimpeded vascular supply to the brain. 


Mental Aspects of Old Age 


To regard health as a purely physical problem would be 
to rob man of his essential nature, and it is necessary to 
consider both the mental and the social life of old 
people and their repercussions on health. We have some 
knowledge both of the cerebral changes that accompany 
ageing and of the effects of ageing on mental perform- 
ance, though we are only on the threshold of the subject. 
Ageing seems to be accompanied by a loss of nerve cells 
from the brain and nervous system. Whether this is intrin- 
sic to the process of chronological ageing or is based in 
turn on defects in vascular supply is unknown. The brain 
in the normal individual contains an astronomical number 
of nerve cells — 10 - 12,000 million — and this number is 
clear evidence that sheer quantity is important. Not only 
does age present a neurocellular deficit, but abnormal 
staining reactions of ageing neurones have suggested a 
deficient enzyme content.’ 

A slowing of reaction times and a defect in recent 
memory seem to be fundamental to the ageing process 
and, although the physical basis of memory is unknown, 
certain views have been put forward which are not with- 
out interest. A shortage of nerve cells could mean no more 
than that the machine in old age is no longer big enough 
to stand up to the work required. A more intriguing ex- 
planation, however, which has obtained considerable sup- 
port from the experimental psychologists, is derived from 
modern information and the theory is based on the con- 
cept of ‘neural noise’.* Electroencephalography reveals 
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intrinsic rhythmic activities of the brain on which the 
pattern of incoming signals is received. 

It may be that one reason why such enormous numbers 
of nerve cells are required is that they alone can effect a 
statistical analysis to separate signals conveying informa- 
tion from a background of neural activity. The import- 
ance of this may well increase in inverse ratio to the 
strength of the signal, weak signals tending to become 
indistinguishable from a background of neural noise. A 
useful analogy here I think is that of the modern radio- 
telescopes, whose findings may have to be fed into a 
computor so that significant patterns can be separated 
from a background of extraneous activities, such as those 
produced by wireless. Some such explanation helps to pro- 
vide an approach to the mystery of the numerical magni- 
tudes concerned, a good example of which is provided by 
the Purkinje cells of the cerebellum, which amount to 
some 14 million. The effect of a reduction of cells would 
be to reduce the capacity of the brain to achieve this 
separation, and at the same time the presence of cells with 
an abnormal metabolism might well lead to the production 
of a bigger volume of random signals than normal; the 
combined effect of which would be to swamp incoming 
signals in a background of ‘neural noise’. This is a very 
suggestive theory, and one cannot but feel that the study 
of old age may help to throw light on the physiology of 
normal cerebral function. I do not think that the import- 
ance of this aspect of gerontology is sufficiently realized — 
for, as I have said elsewhere, at this stage of life Nature 
resembles the engineer who may release the unexpected 
when he tests his materials to destruction. * 

There can be no doubt as to this reduction of function- 
al capacity in old age, and the failure of recent memory 
shows itself in many practical situations. 

Two examples we have all seen are the way Grandma loses 
her spectacles, and the well-known behaviour of the ageing man 
who repeats stories and incidents which he has already re- 
counted on a number of previous occasions. These may not 
be very important, but in Great Britain there is an increasing 
mortality among old people from gas poisoning in the home. 
owing, not to suicide, but simply to the failure of recent 
memory causing them to forget to light the gas after turning 
it on. There has, in consequence, been considerable activity 
in the attempt to produce gas stoves fitted with automatic 
safety devices. 

The decline in so-called ‘channel capacity’ may have the 
further effect of making it difficult to accommodate new 
signals while a previous movement is being monitored. 
To effect a complicated movement an old person may 
find it necessary to programme the sequence in advance — 
rather like a railway signalman who controls a traffic 
movement by a pre-set of his points and signals — and 
once started the movement is apt to be carried out with- 
out regard to contemporary sensory input. I am already 
conscious of this myself, in such a movement as getting 
on a bicycle by swinging one’s leg over the saddle. This 
may be the cause of some traffic accidents to aged pedes- 
trians who, having decided it safe to cross a road, may 
proceed to do so, irrespective of traffic movements sub- 
sequent to their original decision. The making of such a 
decision resembles the laying and firing of an anti-aircraft 
gun, the problems posed to the predictor of the gun and 
the brain of the individual being identical. The individual 
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needs to know on the one hand the speed, the present 
position, and the direction of movement of an oncoming 
vehicle, and on the other hand his own position and pos- 
sible speed and direction of movement. The answer — 
which is reached unconsciously — is whether it is safe to 
cross the road, and if so, whether at a walk or a run. 
With old people this problem may fully occupy or even 
overload the lessened number of nerve cells available, so 
that not only may the decision take longer, but its very 
formation may block the receipt of contemporary sensory 
information as to the state of traffic. 

When channel capacity is overloaded there is also apt 
to be an overspill of neural tension into the emotional 
centres. This may be the reason why old gentlemen are 
sometimes said to be ‘peppery’. The ageing individual 
whose capacities are fully occupied in the performance 
of one activity and who is then suddenly interrupted or 
asked an irrelevant question, is apt to explode in wrath 
This is probably a reflection of the failure of the machine 
to keep up with the demands of the environment and con- 
siderable latitude has to be allowed to ageing people in this 
respect. 

In the sharpest contrast to this failure of recent memory 
stands the almost incredible power of early memories, and 
indeed at the very end of a very long life this may be 
almost the only mental capacity that is retained. The 
reasons are unknown, but it may well be related to the 
interesting phenomenon in birds known as ‘imprinting’, in 
which the initial sensory signals after hatching may have 
a permanent control over subsequent behaviour. Thus, if 
newly hatched goslings see a human being before they see 
their own parents, they will subsequently prefer to follow 
this individual. These findings imply that the earliest sen- 
sory signals to be received produce permanent effects on 
cerebral structure, and the persistence of childhood 
memory into old age may well reflect the same process, 
though whether this operates at the molecular, the macro- 
molecular, or the cellular level remains unknown. It is 
quite useless to attempt to deter old people from reliving 
their life of the past, for it is, to a large extent, their 
present life. 

Social Aspects of Old Age 

Here I wish to stress the fact that man is a social 
animal, and that a satisfactory integration with other 
human beings is one aspect of normal mental health. 
Social integration is apt to be in peril in old age, and 
severe loneliness is not only one of the most pitiful hazards 
of the ageing process, but its effects on mental and physical 
vigour can be most adverse. Measures directed towards 
the relief of loneliness afford one of the most vital aspects 
of care for old people. Indeed, the active growth of ‘visit- 
ing’ services has probably been the major characteristic of 
the social care of the elderly in the last decade. 

A further hazard to robust mental health in old age is 
a sense of uselessness, and this has been considerably in- 
creased by the fact that, although we live in an age in 
which the expectation of life has been increased, society) 
has, at the same time, increasingly developed the habit of 
retirement at a fixed birthday. Men, in particular, tend 
to be the victims of this process, and at the moment much 
thought is being given to the possibilities of education in 
preparation for the problems of retirement. These two 
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mental states — loneliness and uselessness— can have a 
profound influence on the health of old people, for they 
are inhibitory of that mental vigour and gusto the 
importance of which I have already stressed. 
Advice to Old People 

Finally, let me add that the care of old age is peculiar 
in that almost invariably those concerned have themselves 
no instinctive knowledge of this period of life, since they 
have not yet reached it. It is well to remember this fact 
and to those who are interested I commend the masterly 
address given by the late Miss Margery Fry on the occasion 
of the Third International Congress of Gerontology in 
London in 1954.° Advice given by the young to the elderly 
is almost invariably — and often wrongly — in the direc- 
tion of caution. You may remember the poem of the Cater- 
pillar in Alice in Wonderland: 


‘“You are old, Father William,” the young man said, 
“And your hair has become very white: 
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And yet you incessantly stand on your head — 
Do you think, at your age, it is right?” ’ 


There are two points of view here, and there is much 
to be said for both. Speaking as an old man, if I could 
enjoy standing on my head with the impunity the verse 
suggests, I should certainly listen to the young man, but 
go on doing what I wanted! 
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MASS CASUALTIES* 


T. Scurire, M.A., M.B. 


Head, Casualty Department, Groote Schuur 


A consideration of mass casualties presents many facets 
and is closely linked up with the following subjects: 
|. Traffic control in the hospital grounds. 

2. Design of the casualty department or of 
areas set aside for dealing with the incident. 

3. Personnel required to deal with the patients, the 
patients’ relatives, and admissions to the hospital. 

+. Facilities for giving blood, plasma, and _ blood 
substitutes to cope with the cases of shock, haemorrhage, 
burns, acute dehydration, or drowning. 


those 


l. Traffic Control in the Hospital Grounds 


Ambulances arriving at the hospital should be able 
to discharge their patients at the casualty entrance and 
draw away immediately. It should never be necessary 
for an ambulance to reverse in the hospital grounds, 
else chaotic conditions can occur if more than one am- 
bulance arrives at the same time (Fig. 1). If the hospital 
has a large enough space at its disposal, a circular road 
can be designed within its own grounds. This road takes 
one-way traffic and the problem is solved (Fig 2). If 
the grounds are not large enough for a traffic circle. 
a loop road with separate entrance and exit points and 
one-way traffic arrangements would serve the same pur- 
pose (Fig. 3). If the hospital is situated on a corner site. 
entrance should be permitted by one road only and 
exit by the other (Fig. 4). It may be necessary to ar- 
range with the town’s traffic control department to have 
the two roads proclaimed as one-way streets with no- 
parking zones so that a free flow of traffic is guaranteed. 
In all designs of this nature, it is necessary that the 
Private cars of doctors and other members of the staff 
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or of relatives of patients are not allowed to obstruct 
the traffic circle or loop. Parking facilities for visitors 
and for the staff should be sited outside the hospital 
grounds. 


2. Design of 
Casualties 


Space Allotted for Handling Mass 


The basic requirements for this type of casualty work 


4 
Figs. 1-4. See text. 


are two large rooms. The larger should be set aside as a 
waiting room, and the smaller for treatment of patients. 
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These basic requirements can be modified. If the treat- the casualty department or in that area set aside for bag: 
ment must be conducted in an existing casualty depart- dealing with mass casualties where they go about their adm 
ment, the smaller treatment rooms of this unit will have duties, which should have been allotted to them well Stre! 
to be utilized. Any hospital, no matter how small, should beforehand. It 
have a plan in readiness for dealing with mass casualties, In a larger hospital where a casualty officer is always of s 
: because the number of casualties requiring attention at op duty, he should take the place of the nurse or of ordi! 
any one time is unpredictable. It is not enough to handle the sister-in-charge only. He is likely to be a junior, and in al 
these occurrences by routine measures; success in these jt js essential that a senior man be appointed as the whic 
matters is judged by the expedition and smoothness of manager of mass casualties. If the hospital is fortunate Abo 
the procedure and by the lack of upset of the hospital's enough to have a senior man in the casualty post, be Pp 
general running, but primarily, of course, by the high could well be designated as manager of mass casualties pp 
percentage of life saved and morbidity avoided. himself, and he will then be responsible for assembling repl: 
‘The ingredients for production of a disaster are the various doctors into the hospital to attend to their IPP 
always with us; a crowded school bus and an unguard- duties in this matter. It 
ed railway crossing, a tornado and a city, a full plane In the big hospitals, where several casualty officers for 
and its critical moments of take-off and landing. These are available, these should previously have been allotted shou 
and many other circumstances can provide the poten- their positions, according to their seniority, on appoint. mani 
tial for creating casualties in more than normal num- ment to the department. They are numbered according to an ¢ 
bers’. their seniority, and each is allotted specific duties very be 2 
In addition to these peculiar accidental circumstances, Shortly after he has taken up his appointment. parti 
growing countries and unsettled localities can also offer 4. Blood and Blood Transfusion (a 
industrial and racial riots as ‘ingredients’ for the pro- Arrangements should be made in every hospital that (b 
duction of a disaster and mass casualties. a certain amount of blood should be available in the (o) 
It is to be expected that the largest hospital in the refrigerator. In the larger hospital, no difficulty need (d 
neighbourhood will be called upon to bear the bulk of 2FiSe, because there is always a certain number of bottles ¢ 
the burden of any sudden onrush of casualties and, of blood available for immediate use. Of these, two or (o 

because its resources in personnel and equipment are three bottles of O-negative blood should always be set 
probably better than those of the smaller hospitals, it aside for use in dire emergency. It is necessary thal (f) 

is right that this should be so. this blood be renewed from time to time, or else it be- 
: h While these SES We ty particularly to &e larger Plasma, especially in its dried form, can be kept for : Tk 
ospitals, no hospital anywhere can consider itself hat 
properly equipped in its casualty department unless some very long time, and this should be the smaller hospitals ae 
: ; . main standby. At least 20 or 30 bottles of plasma, « dicat 

arrangement has been made for dealing with mass ba é 

well as a similar number of bottles of plasma diluen,, seale 


casualties which need not necessarily be sent to a large hos- 
pital. The proximity of the small hospital to the scene 
of the disaster may cause casualties to be channelled 
into it and take it unawares, so that all hospitals should 
have a scheme worked out and in readiness for dealing 


should be kept in the cool chambers of any hospital for A 
emergency use in the case of mass casualties. steril 

Dextran and plasma substitutes should be kept avail- tubes 
able near the casualty department for use where plasma Sai 


with rush numbers of patients. or blood cannot be obtained. It acts as a _ volume moult 
expander in cases of hypovolaemic shock and can bk tubes 
3. Personnel used for treating patients in the absence of better avail: 
While the larger hospital can usually call upon its therapy, ie. blood and plasma. However, it must b& resus 
own resident staff to take over the management of mass Sed with discretion. Not more than two pints shoul =e 4 
casualties in its earlier phases, it is felt that, even in a be given to any patient at one time, because clotting shoul 
smaller hospital, somewhat different arrangements can is affected adversely and, in addition, difficulties aris ward 
be made which will enable it to deal with the situation. im cross-matching so that in all cases, whether dextran ’ Furn 
; ; about to be given or not, a sample of blood for cros All 

In the smallest hospital the staff nurse or sister- matching should be taken before any intravenous lui . 
on-duty should telephone a _ previously nominated jg ryn in. shoul 
‘manager of mass casualties’, who should be a doctor at 7 
in the neighbourhood designated to be in charge of the EMERGENCY EQUIPMENT blooc 
situation, and inform him if news of some serious disaster Kitbags SUSCI 
has been received. A close liaison between the am- A casualty department should keep about 50 kitbags room 
bulance station and the hospital is, of course, essential. made of pillow cases with draw strings, on © A 
The manager of mass casualties then telephones various each of which are stapled two labels with strings # or a 
doctors in the neighbourhood and assembles them in tached to them. These labels are numbered, as are the In ey 
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bags, and the labels are tied to the wrists of patients 
admitted in the event of mass casualties. 
Stretchers 

It is essential for a hospital to have a number 
of stretchers available near its casualty department. The 
ordinary stretcher is too large to be kept in Casualty 
in any numbers, but a collapsible stretcher can be bought 
which folds up into a size of 7x7 inches x 6 ft. 6 inches. 
About 30 or 40 of these stretchers can quite easily be 
accommodated on a rack in any casualty department, 
the rack being fixed to the wall about 7 ft. 6 inches from 
the floor. These stretchers can be taken down, used, and 
replaced after the emergency is over. 
IPPR Set 

It is advisable that hospitals that do not have facilities 
for mechanical intermittent positive-pressure respiration 
should keep a simple box containing equipment for 
manual IPPR. The following equipment can fit into 
an ordinary metal tool-box, which should be kept and 
be available at a moment's notice in the casualty de- 
partment: 


(a) 1 Ruben (Ambu) resuscitation bag. 

(b) 2 masks for this bag (1 large, 1 small). 

(c) 3 metal airways (large, medium, small). 

(d) 5 Portex intratracheal tubes (sizes 2, 4, 6, 8 and 
10). 

(ec) 1 laryngoscope handle with spare batteries and 
lamp. 

(f) 2 laryngoscope blades (small and large). 

(g) Gauze bandage for use as a throat pack. 


This tool-box should be sealed with a paper seal so 
that if anybody should use it, the broken seal will in- 
dicate that the contents must be re-checked before it is 
sealed again. 

A sterile tracheotomy set should be available in a 
sterile drum and, in addition, a pair of Safar plastic 
tubes should be kept within easy reach. 

Safar’ plastic tubes are S-shaped tubes for mouth-to- 
mouth resuscitation. Under the trade name of ‘resusci- 
tubes’ (Messrs. Johnson & Johnson, Ltd.) these are 
available in plastic material for use for mouth-to-mouth 
resuscitation and can be discarded after use. Two sizes 
are made (for adults and children), and a pair of these 


should be kept in every casualty department and hospital 
ward. 


Furnishing of Rooms 

All rooms that may be used for treating casualties 
should have crossed steel wires, strained at right angles 
at 7 ft. 6 inches from the floor, for hanging bottles of 
blood, plasma, and saline. This allows simultaneous re- 
Suscitation of 6-8 patients on their trolleys in any small 
room of 15x 15 ft. 

A suction pump, electrically or mechanically operated, 
or a Sprengel pump on a water tap should be available 
in every casualty room to clear the airway. 
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ORGANIZATION OF FACILITIES 


with Ambulance Stations 

Arrangements should be made with the central am- 
bulance station in a city or the local ambulance station 
in a village or small town to notify the hospital casualty 
department as soon as it receives a call for assistance 
to any incident that suggests that a disaster has occurred. 
Most ambulances are today fitted with radiophones 
and keep in constant communication with their am- 
bulance station. The ambulance station should report 
from time to time to the casualty department, informing 
them what has happened, so that the necessary dispo- 
sitions can be made in good time. If radiophones are 
not available, the ambulance drivers must try to com- 
municate with the hospital in some other way and pass 
on the information. A fairly exact estimate of the extent 
of the casualty list can only be made when the first 
ambulances have reached the spot and authoritative in- 
formation can then be passed on by the ambulance per- 
sonnel to the central station. It will usually be found 
that bystanders take an exaggerated view of the im- 
portance of a disaster, being overwhelmed by the 
horror of the sight of an individual casualty. The 
professional ambulance personnel are able to take a more 
detached view of the number of cases that are likely 
to be involved. If this system of communication has been 
previously arranged, it will be found in practice that 
at least 15 minutes notice will be available before the 
ambulance has time to pick up its two patients and 
deliver them to the casualty department. The casualty 
department has at least these 15 minutes in hand before 
the ambulance arrives at its door, and it is important 
that this time should be used to the best advantage. 

In general, the first ambulances carry the worst pa- 
tients, and, since each ambulance can take two stretch- 
ers, it is obvious that at the beginning of the onrush, 
very badly injured patients will be arriving in relatively 
small numbers and the facilities should be adjusted so 
that this need can be met. Later, the less seriously 
injured patients begin to arrive in larger numbers by 
ambulance as well as by private cars. However, if the 
casualty department is aware of the total number of 
ambulances that are called to the scene of the disaster, 
it can also estimate what is the largest number of 
stretcher patients that can possibly arrive at a single time. 

In a situation of emergency such as this, it is clearly 
to be understood that the functions of the casualty de- 
partment, as in lesser emergencies, are relatively simple, 
but require to be carefully integrated into the general 
work of the hospital, particularly with regard to the 
disposal of patients. In all these sudden increases in the 
normal number of casualties, the problem should be 
considered under the following heading: (A) receiving, 
(B) sorting, (C) disposal, and (D) information services. 


Medical of the 


Liaison 


The Fundamental 
Department 

As far as the casualty department is concerned, its 
fundamental duties in these mass emergency conditions 
are three in number: 


Duties Casualty 
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(a) To clear the airway and maintain respiration. 
(b) To stop haemorrhage. 
(c) To combat shock. 


On receipt of the telephone call from the control 
officer at the ambulance station, indicating that a disas- 
ter has occurred and that mass casualties can be expect- 
ed, the senior casualty officer on duty or, in the smaller 
hospital, the sister-in-charge of the casualty, carries out 
the following steps in the given order: 

1. Notifies the head of the department or, alternative- 
ly, any substitute who has been previously named, e.g. 
the manager for mass casualties. 

2. Telephones the other casualty officers or medical 
officers on duty, and assembles all who are available 
into the casualty department. 

3. Empties the casualty department of casual patients. 
This is essential because, unless this is done, those who 
are being brought in in the new rush will tend to be 
mixed up with the ordinary casualty patients who are 
awaiting attention, and this is bound to lead to a certain 
amount of confusion. It is therefore essential that the 
ordinary casualties awaiting their turn should be dealt 
with as quickly as possible and be removed from the 
department in the least possible time. 

4. Collects trolleys from all other departments in the 
hospital and makes them available in the casualty de- 
partment. This is done by calling up all available porters 
and ordering them to bring such trolleys as are available 
in the hospital into the department. 

5. Makes available kit-bags and labels. Labels should 
be prepared and kept in the department to be tied on to 
the wrists of patients so as to identify them. All drugs 
given, as well as a working diagnosis, should be entered 
on this label. No drugs or blood should be given unless 
noted on the label. In the case of mass casualties, 
the emergency kit-bags can be handed out easily to in- 
dividual patients to store their goods and their clothes. 
Should the patients be admitted to the hospital, their 
belongings will be formally taken over and placed in the 
official hospital kit-bags in the kit-rooms of the wards 
that admit them and the kit-bags are returned to the 
casualty department. (We keep 50 such pillow-cases in a 
cupboard in our department.) 

6. Notifies the blood transfusion department to be 
prepared to match blood, or, alternatively, in the absence 
of a blood transfusion officer, makes available what- 
ever supplies of blood, plasma, or blood substitutes 
he has in stock. 

7. Sets up an information office at some point in the 
hospital remote from the casualty department. 

A. Receiving the Patients 

By the time the first ambulance has arrived at the 
hospital, the senior casualty officer or the manager of 
mass casualties has already made his dispositions, and 
the organization should be ready to receive the patients. 
In addition, an information office should be set up where 
information can be given about those admitted. This 
information office is a very important factor in the 


smooth organization, because otherwise it is inevitable 
that the hospital and casualty space will be crowded 
by anxious members of the public wanting to know more 
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about their relatives. The hospital telephone bureau 
should keep a direct line open to this information office, 
which is best set up in some room very far away from the 
casualty department. In this way, telephone calls can be 
dealt with and the information given in the proper order. 
If relatives of patients do happen to come to get in- 
formation about their friends, they are directed to a 
point remote from Casualty itself which is at this 
moment at its busiest. Even a small accident can often 
lead to numerous telephone calls blocking the hospital 
lines. In a larger accident many people are likely to come 
to the hospital to see about their relatives and do not 
telephone, and the information bureau remote from the 
casualty department helps to prevent confusion. The 
casualty officers should be instructed to keep the in- 
formation office supplied with the latest information 
about each patient. 

All is now ready to receive the patients, and the first 
ambulance should arrive at about this time. The casualty 
officers, numbered according to their seniority, now 
proceed to their stations. The first Casualty Officer pro- 
ceeds to the waiting room and awaits the patients. The 
second Casualty Officer goes to the door of the hospital 
and meets the ambulances at the door. Going into these 
ambulances, he checks whether the patients are alive 
and whether the airways of those living are clear. The 
cases that are brought in dead are sent to the hospital 
mortuary which should have been set aside for them; 
those that are alive have their airways checked and 
are sent to the waiting rooms where they are met by 
the senior Casualty Officer who sorts them under the 
various heads; the third, fourth and fifth Casualty Of- 
ficers are in the meantime waiting in the reception 
rooms and theatres. They do not come forward to meet 
the patients and they do not go into the waiting rooms 
at all. The most junior Casualty Officer is detailed off 
to carry on dealing with any ordinary casual patient 
who may come up for treatment during the busy time, 
and so anticipate a possible source of confusion. He 
takes no part in the procedure of dealing with the mass 
casualties unless he is completely free to do so. 


B. Sorting 

The first casualty officer sorts the patients under the 
following headings: 

1. Respiratory obstruction. Patients who show res- 
piratory obstruction are taken directly from the ambulance 
to the casualty theatre or, if the condition is missed in the 
ambulance, from the waiting room to the casualty theatre 
for immediate attention. 


2. Minor injuries, minor burns, and fractures. Patients 
suffering from these injuries are directed to the waiting 
rooms to await their treatment at leisure, and for these 
purposes, in this sort of emergency, it must be con- 
sidered that all fractures are injuries whose definitive 
treatment may be delayed —though efficient and im- 
mediate splinting must be done in all cases of fracture. 

In general, a fracture must be treated as a case of 
urgency rather than emergency, but in some cases of 
closed fractures,,9. the femur or of the pelvis, since 
more than 2 pints of blood may extravasate into the 
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haematoma and the surrounding tissues in a very short 
time, replacement of this will be required as a matter 
of urgency before shock can be overcome. Moreover, 
the pain associated with the unreduced fracture demands 
immediate relief even when a proper splint has been 
applied. But the delay of a few hours (at the most) is 
permissible, if shock, haemorrhage and pain can be 
controlled and if better facilities for treatment can be 
made available within these few hours. 

‘Fractures kill through mismanagement; they should 
be splinted before the patient is ever moved. Other- 
wise, shock may develop and what could have been 
treated successfully, and leisurely, turns into another 
death’. 

It pays to place the patients with fractures, even those 
with compound fractures, on one side and deal with 
them later. Not all hospitals have an orthopaedic depart- 
ment and a casualty department physically separated, so 
that the casualty officer is literally compelled to treat 
the cases of fracture at leisure and in the correct se- 
quence. 


3. Shocked patients are placed on trolleys and are never 
moved from the trolleys until the shock has been 
successfully treated. The trolleys are wheeled into the 
resuscitation rooms and placed under the crossed-wires 
from which bottles of intravenous fluids and blood are 
suspended. One of the casualty officers goes around and 

iecks the blood pressures at frequent intervals, noting 

e figure and the time on the patient's identifying label. 

pain is severe, morphine or ‘omnopon’ may be given 
vith suitable precautions (see below) against over-dosage. 

Using crossed wires in 3 or 4 small rooms, 18 - 24 
patients can be treated on their trolleys with great ease. 

4. Haemorrhage. Patients suffering external 
haemorrhage are taken directly to the casualty theatres 
where the casualty officer stationed there controls the 
haemorrhage. Later on, treatment for shock may have 
to be instituted, but the control of haemorrhage takes 
precedence over everything else apart from obstruction 
of the airway. The treatment for shock in these cases 
is started in the theatre and may be continued in the 
resuscitation room. Patients suffering from _ internal 
‘haemorrhage are not sent to the casualty theatres, but 
are admitted to the wards or directly to the main hos- 
pital theatres after the shock has been treated, with the 
blood transfusion still running into their veins. 

5. Non-ambulatory patients. These patients, including 
, those with fractures, are placed on wheel-chairs or on 
\trolleys and are seen by the senior casualty officer 
present who divides them into: 

(a) Those requiring immediate attention, who are sent 
either to the casualty theatres or to the casualty 
reception room, 

(b) those who can be sent up to the wards, and 

(c) those who, after treatment, can be discharged. 
6. Blood. If the blood-transfusion officer is on duty, 
he should have been alerted in the first instance. If not, 
blood should be made available as soon as_ possible. 
The contents of the refrigerator should have been 


examined and plasma and plasma substit..°s should be 
taken out. 


7. Morphine. Morphine can be given to all patients 
who complain of pain, but its use should not be indiscrimi- 
nate, particularly in the case of patients in shock. It is 
best given intravenously, one-quarter grain of morphine 
being drawn up into a syringe and about half this dose 
given slowly. As soon as the patient feels that the pain 
has been relieved no more need be given, and the amount 
and time should be noted on the patient’s label. 

Operating theatres. We feel that operating theatres 
play a very small part in the early management of mass 
casualties. The first casualties requiring full theatre atten- 
tion may not be ready for operation until perhaps 4 hours 
after the accident has occurred, so that it is unnecessary 
to disorganize the arrangements of any of the theatres 
by calling on them to begin preparing as soon as a major 
accident is first reported. However, the sister-in-charge 
of the main theatre of the hospital should be informed 
that mass casualties have occurred so that at least one 
theatre can be put on a 20-minute call to deal with any 
urgent case of internal haemorrhage. 
Disposal 

If many patients need to be admitted after an accident, 
it is advisable to clear one ward of all its occupants 
and to use this empty ward for taking all the patients 
from the particular accident. In this way they can all 
be kept under one authority and management is thereby 
greatly facilitated. Clearing a ward, however, is a serious 
matter, and should not be undertaken without the full 
cooperation of the medical superintendent. 

D. General Handling 

Once the above organization for dealing with mass 
casualties starts to work, we have found that it can 
carry on indefinitely, handling many patients very ex- 
peditiously. The numbers that can be treated depends 
ultimately upon the number of beds that can be made 
available in the hospital. 

It will be observed that in this organization for treat- 
ing mass casualties, the manager of mass casualties is 
not allotted any specific and definite duties. He is re- 
quired to supervise the whole procedure and to see that 
the proper arrangements are set in train; he will be 
called upon to help to sort the cases. In this way the 
whole procedure can be greatly accelerated. 

‘Who qualifies best to sort casualties? A surgeon 
with experience. The more prominent the surgeon, 
the more important it is to use his time to guide and 
direct work with the benefit of all his background 
training. In this way he can see 50 or 100 patients 
in the time required to operate on one of them. In 
a major disaster... the goal must be to save the 
maximum of lives’. 

All through this plan for handling casualties, the 
principle that is kept in mind is that it is not so much 
operating on the patient that is of primary importance, 
as making the decision when to operate, and in what 
order to deal with the individual lesions in patients who 
have sustained multiple injuries. It is in these decisions 
that the major responsibilities lie, and the manager of 
mass casualties, if he is surgically trained, will usually 
be required to undertake the responsibility of these de- 
cisions at this stage of the treatment. 
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ADMINISTRATIVE DETAILS 


It is advisable that separate instruction sheets be made 
out and posted in prominent places in the department 
for the instruction of the sister-in-charge as well as for 
the casualty officers. The following instruction sheets 
have been used in our department. 


Instructions: Casualty Officers 

On receiving a telephone call from the ambulance 
officer indicating that a disaster has occurred, the casual- 
ty officer on floor duty shall carry out the following 
steps in the given order: 

1. Telephone the head of the department 
nominated deputy. 

2. Assemble other casualty officers on duty, including 


his 


or 


the orthopaedic casualty officers, in the department. 

3. Notify the sister or staff nurse in charge of the 
department. 

4. Empty the casualty department of casual patients. 

5. Alert the blood bank, who will summon the blood 
transfusion technicians. 

6. Set up an information bureau. 

The following instructions are posted for the benefit of 
the sister-in-charge. 


Instructions to the Sister and Staff Nurse 

On receiving information from the casualty officer 
on duty that a disaster has occurred, please carry out 
the following steps in the given order: 

1. Empty the casualty department of casual patients. 

2. Collect trolleys from other departments in the hos- 
pital and bring to the casualty department. 

3. Break out kit-bags and labels. 

4. Break out intravenous sets and bottles of plasma 
and 5%, glucose-saline. 


5. Break out IPPR sets and Safar plastic airways. 
6. Clear the dressing rooms of patients and of fur- 
niture. 


7. Collect splints. 


EXPERIMENTAL 


Experimental Biology Group (EBG). The second scientific 
meeting of this group will be held on Friday 17 November 
1961 at 5.30 p.m. in the University Department of Physiology, 
Merriman Avenue (off Bird Street), Stellenbosch. 

The following communications will be delivered : 


1. ‘The réle of the extralobular bile ducts during acute biliary 
obstructions in rats’ — G. Barber-Riley, Department of Physio- 
logy, University of Cape Town. 


2. ‘The soluble antigens of Pontropic Rift Valley fever virus 


RESEARCH SCHOLARSHIP : 


The Swedish National Association against Heart and Chest 
Diseases will award a research scholarship for 1962 to a non- 
Swedish cardiologist. The stipend will amount to 25,000 
Swedish crowns for one year and should also cover travelling 
expenses. 

The candidate, who should have proved his ability in re- 
search, should be engaged in actual research in the field of 
cardiovascular diseases and should be interested in studying a 
particular problem in Sweden. He should not be more than 
45 years of age. The applicants are expected to present a brief 
curriculum vitae, with emphasis on research activities, together 
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8. If on night duty, inform the night superintendent 

9. Warn all nursing staff in the two nearest wards 
to stand by. 

Using this organization, we have found it possible 
attend, with expedition and security, to mass casualties 
on several occasions in which numerous patients have 
been involved in a disaster. It is felt that, in a smaller 
hospital, somewhat similar arrangements can be made 
for dealing with this situation satisfactorily. 

As a manoeuvre of this nature is a complicated affair 
and can only be perfected by practice, we have arranged 
for the whole procedure to be carried out if 10 cr more 
casualties arrive simultaneously as a result of one ac. 
cident. In this way, the operation is carried out, each 
casualty officer learns to know where his position js, 
and a reasonable state of efficiency can be kept up. The 
number ‘10’ has been decided arbitrarily, because such 
accidents can be expected once or twice a year if a lorry. 
load of passengers or two full motor cars are involved in 
an accident. 

By prudent foresight and a little thought a hospital, 
no matter how small, can have an organization ready 


to deal with this emergency at short notice. 
SUMMARY 
1. A scheme for handling mass casualties is described. 
2. Alternative schemes for use in smaller hospitals 
are considered. 
3. The personnel and equipment necessary are de- 


tailed. 


I wish to thank Dr. J. G. Burger, Medical Superintendent 
of Groote Schuur Hospital and Prof. J. H. Louw, F.R.CS. 
Professor of Surgery, University of Cape Town, for their 
cooperation and support in building up our organization for 
dealing with mass casualties, and Mrs. Vivienne T. Sandler 
for making the diagrams. 
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BIOLOGY GROUP 


(PRVF) tested by precipitation in agar gel’ — J. Levitt, Virus 
Research Unit, University of Cape Town. 

3. ‘Die gebruik van die protein-gebonde jodium bepaling wir 
die spesifieke radioaktiewe analise van endogeen en chemies 
bereide tiroksien en tironien gemerk met radio-aktiewe jodium 
([y — A. van Zyl en B. Wilson, Departement van Fisiologie, 
Mediese Skool, Universiteit Kaapstad. 

4. ‘Serological detection of necrotic ringspot virus in stone- 
fruit trees’s--M. H. V. van Regenmortel, Department of 
Microbiology, University of Stellenbosch, and D. J. Engel- 
brecht, Western Province Fruit Research Station, Stellenbosch. 


CARDIOVASCULAR DISEASES 


with details of proposed study in Sweden. Reprints of original 
work should be included. They should also be endorsed by their 
institutes (or clinics) which should ensure a post and research 
facilities on return. 

Applications should be sent to the Chief, Cardiovasculat 
Diseases Unit, World Health Organization, Palais des Nations, 
Geneva, Switzerland, and should reach there, at the latest, by 
the end of January 1962. It is expected that the scholarship 
will be awarded in June 1962 and it is hoped that the candidate 
selected will be able to start his study in September 1962. 
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MAN AND MEDICINE* 


J. F. Brock, D.M., F.R.C.P., Professor of Medicine, University of Cape Town 


The title of my address (Man and Medicine) might be 
described by a bridge-player as ‘three quick tricks’. I had 
decided to explore on the broadest possible basis relations 
between the public and the medical profession, with parti- 
cular reference to improving the bases of mutual under- 
standing and trust. At this early stage of my thinking I 
was asked by the Congress secretariat to give them a title 
at very short notice; hence the three quick tricks. I can 
discuss anything I like under this title. 


You, We and Us 

The audience tonight falls naturally into two sections which 
[ shall refer to as you and we. You are the public, particularly 
in your capacity as patients or potential patients. We share 
this capacity with you since sickness and death come to all of 
ys and to our families sooner or later. We are distinguished 
from you, inter alia, by two characteristics: Firstly, we are 
registered by the South African Medi- 
cal and Dental Council as having 
a certain type and minimum standard 
of education and training, and are 
thereby entitled, by custom, to the 
courtesy title doctor — although many 
of us are not doctors in the academic 
sense. Secondly, we have taken a 
solemn oath to serve you and protect 
your interests. I shall return to this 
oath and its significance towards the 
end of my address. 

I have to speak tonight as the 
representative of we to both you and 
us. This is a difficult combined task, 
because what I say to you may be 
regarded by my colleagues as plati- 
tudinous and boring. But I am sure 
they will agree that my more im- 
portant task is to talk to you—to 
give a public address. 

I have been given no mandate by 
my colleagues and no direction by 
the Congress Committee. Moreover, 
unlike a well-known personage in 
this country, I have no direct line so 
that if my colleagues do not agree 
with what I say I cannot claim that 
they are all out of step with me. I 
prefer to rely on the comforting 
thought that my colleagues are sensi- 
ble men and women and that they 
will therefore almost certainly be in 
step with a sensible man like me. I 
propose to talk about you and we in 
three chapters. Although our deepest 
interests are never mutually exclusive, 
there are certain problems which af- 
fect your relations with us very 
directly, so that the public is com- 
monly aware of them. These will be included in the first 
chapter entitled You. In the second chapter I shall discuss, 
inder We, some problems which are commonly regarded as 
our own province. In so far, nevertheless, as they affect our 
inity and intraprofessional relations they affect you indirectly, 
ind you should know something about them. The demarcation 
etween chapters I and II is in any case hazy. This lack of 
definition leads naturally to a third chapter, entitled Us, in 
which I examine a few of the problems which confront you 
ind we in the future. 


> Public address delivered at the 43rd South African Medical Congress 
1.4.S.4.), Cape Town, on 24 September 1961. 


Professor Brock 


CHAPTER I — YOU 
(a) You and Your Medicines 

I hope the scope of my title has not been interpreted in this 
narrow sense even though public attention is undoubtedly 
focussed on the high cost of your medicines. 

This comparatively small problem is at present under con- 
sideration by a Government commission, but I think I am 
entitled to express my opinion even though it has not been 
sought by the commission. The problem cannot be examined 
except in the context of the spectacular recent advances in 
the number and effectiveness of therapeutic substances; the 
term drug is no longer appropriate. 

The discovery of the sulpha drugs two decades ago ushered 
in a new era of widely effective drugs. The sulpha drugs alone 
revolutionized the treatment of pneumonia, septicaemia, child- 
bed fever, cystitis, and many other common infective diseases 
against which there had been no specific treatment. The effect, 
in our own country, on morbidity and mortality from 
pneumonia among the Bantu mine 
workers, was spectacular. 

In the two decades 1940-1960, 
during and after the second world 
war, the sulpha drugs were followed 
by the yet more spectacular antibi- 
otics, starting with penicillin. These 
have brought the great majority of 
diseases caused by bacteria under 
effective control. There have been 
failures, such as the emergence of 
drug-resistant strains and dangers, 
such as the emergence of idiosyncrasy 
and even serious or fatal sensitivity 
reactions, but the net effect has 
been one of spectacular advance in 
the control of morbidity and mortali- 
ty in man. 

In the same two decades there has 
been outstanding advance in the 
development of endocrine prepara- 
tions, including cortisone and other 
steroid drugs. There have been specta- 
cular advances in drugs for the con- 
trol of psychological illness and men- 
tal disturbances. 

Referring to the drug explosion, an 
American writer estimates that even 
in 1957 there were. in current use in 
the USA 140,000 medicaments ot 
which some 90% did not exist 25 
years previously. The cost of research, 
development, and sales promotion, 
has led to an alarming rise in the 
cost of medicines, so that today, even 
where patients can afford to consult 
a doctor privately, they cannot afford 
the medicines which he prescribes. 
This situation is under urgent review 
in many countries and in our own 
country a Government commission is preparing to report. 

Those who support the state control of industry will of 
course say that the rising cost of drugs is the result of cut- 
throat competition which leads to a spiral of advertising costs 
and expense and entertainment accounts which seem to be 
inseparable from sales promotion in competitive commercial 
enterprise. The majority of doctors will probably agree that 
the expensive and beautifully illustrated brochures which pour 
onto their desks with every mail from the pharmaceutical 
industry, constitute an expensive luxury. They seldom contain 
any information which has not already appeared in reputable 
medical journals. 
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On the other hand, those who believe in free enterprise 
in industry and commerce will say that under state industry 
the initiative which has produced this spectacular advance in 
pharmacology would at least have been greatly diluted, if not 
absent, and that thousands or even millions of people who 
are alive in the year 1961 solely because of advances in 
therapeutics, would have been dead if the pharmaceutical 
industry had been state controlled. 

This last thought must not be glossed over. There is no way 
of measuring the saving of life which has resulted from 
sulpha drugs and antibiotics alone. And further, in these days 
when time is the only limiting factor for our further develop- 
ment, we must be grateful for the saving of days, weeks, or 
even months of sickness and slow convalescence which has 
been achieved by using these same drugs. Much as I would 
like to see a’ reduction in drug prices I must record my con- 
viction that when they are properly used they represent an 
extremely good financial investment. 

(b) You and Your General Practitioner 

This sub-heading to my talk brings us very close together 
because, when we and our families fall ill, we realize just 
as clearly as you do that nothing is more important to us at 
this time than the efficiency, sympathy, and kindliness with 
which our illness is managed. When talking about the im- 
portance of widening the sphere of medical practice to justify 
the term comprehensive, 1 never lose sight of the fact that 
public confidence in the efficiency and integrity of the medical 
profession will always be determined by the quality of service 
given by the individual doctor to the individual patient and 
his close family. This quality of service can only be provided 
when there is a basis of personal and mutual confidence 
between you and your general practitioner — preferably 
established through his long-standing knowledge and experience 
of you and your family. 

Everyone is distressed at what appears to be a declining 
status of the general practitioner. If there is such a decline it 
is only in his reputation in the public mind vis-d-vis the 
specialist. I am convinced that there is no decline in his 
medical knowledge and judgment. nor in the wisdom of his 
approach to the sick patient in his own home. He has, after 
all, to pass scientific and professional examinations set by the 
universities and approved by the Medical Council at a 
standard which becomes higher every year. In addition, for the 
last decade, it has been required that he do a year as a 
hospital intern before being registered as a medical practi- 
tioner. At this stage, ordinarily 7 years after matriculation, his 
medical education and examination standard have been identi- 
cal with that of the future medical specialist —a stage, which, 
in the parlance of modern medical education, is called the 
basic doctor. The course of the future medical specialist over 
the next 5 years will be described in the next section. It is 
rigidly prescribed by the Medical Council for each specialty. 
For the basic doctor who is to become a general practitioner, 
on the other hand, no further formal medical education is 
prescribed. Many general practitioners do indeed, for their 
own satisfaction, serve further hospital appointments before 
setting out as locum, assistant. or partner to gain the direct 
experience, judgment, and wisdom on which you will rely. 
The specialist has to work another 5 years, at least 3 of 
which must be in academic training, before he can be registered 
as a specialist; moreover, admission to the specialist register 
entitles the practitioner to charge higher fees. The public is 
therefore coming to think of the general practitioner as less 
efficient and less worthy of confidence than the specialist. 
The good general practitioner is, however, and I say this 
deliberately, often more efficient and more worthy of confi- 
dence than many immature specialists who, because they 
wear the blinkers of their specialty, cannot see the whole 
need of the patient and his family. 

Everyone is agreed, nevertheless, that the basic doctor 
requires some further preparation for general practice. There 
are many opinions, however, on whether this something else 
should be obtained by modification of the existing curriculum 
before graduation, by some defined further education after 
registration, or by simple apprenticeship as an assistant, locum, 
or partner to an experienced general practitioner. 
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Dr. Fox, the distinguished editor of the Lancet, recently 
published a thought-provoking article in which he expressed 
the opinion that the day of the general practitioner has passed 
and his position can only be satisfactorily re-established under 
a new direction and under a new name. The name he suggesied 
was The personal doctor. The College of General Practitioners 
of Great Britain and our local branch of the College of 
General Practitioners of South Africa have denied the need 
for any change of name and have re-defined the general 
practitioner as a doctor in direct touch with patients, who 
accepts continuing responsibility for providing or arranging 
their medical care, which includes the prevention and treat- 
ment of any illness or injury affecting the mind or any part 
of the body. 

They may be right in their objection to change of name. 
The term general practitioner is so hallowed by tradition and 
should be so honourable a name that it may be right to 
retain it. On the other hand, the validity of Dr. Fox’s criti- 
cism cannot be ignored. If the fault lies in the method of 
educating and preparing the general practitioner, then the 


necessary re-appraisal and revision of method and regulations 
will be prolonged and difficult. Perhaps the first step is to, 
decide whether the revision should concentrate on the curri- 
culum and training of the basic doctor, that is, up to the 
stage of his registration as a medical practitioner, or whether| 
it should consist of something grafted on afterwards as some! 
sort of equivalent of specialist training. The local branch of} 
the College of General Practitioners has expressed an opinion 
in favour of the former objective and feels that the necessary 
revision should be achieved by incorporating general pract- 
tioners in the undergraduate teaching system. I am doubtful 
whether this can be achieved within the present six-year 
curriculum without sacrificing the standard of scientific edu- 
cation of the basic doctor, and therefore of medical science 
and medical practice as a whole, both immediately and in 
the future. Some people feel that a two-stream policy is 
required in undergraduate medical education — one stream 
leading eventually to the specialist register, and the other to 
general practice. This will, without question, establish an 
inferior status for the general practitioner for all time. It is 
my personal opinion, therefore, that, while introducing a more 
comprehensive philosophy into undergraduate education, this 
philosophy should be applied to the education of all medical 
practitioners in a single stream up to the stage of the basic 
doctor. I feel that the special needs of general practice should 
be catered for in some new philosophy and method of pre- 
paration for general practice applied after registration. To ex- 
plore these problems the local branch of the College of 
General Practitioners has suggested the establishment of a 
coordinating body to represent the common interests of the 
College of General Practitioners and the Universities in medical 
education. This proposal has some merit if the College can 
be taken as representative of informed general practitioner 
thought. But, before any such consultation on method can 
be fruitful, the university medical faculties, as the bodies 
responsible for medical education, must settle the issues 
referred to above; namely, one-stream or two-stream revision 
of the undergraduate curriculum versus new postgraduate 
education. It is my personal opinion that the first alone, 10 
either form, will be nowhere near adequate for our needs. 
We must hope that a new education will solve some of the 
problems which lead to a sense of frustration among general 
practitioners. It is possible that we have made a mistake 10 
South Africa in establishing the specialist register. Certain) 
we are wrong if we apply its regulations so that there 1s a0 
implied stigma on general practice. If this is happening * 
many believe, then the answer is not to go backward, but te 
go forward. The general practitioner or personal doctor mus 
become an expert in his own particular field; namely th 
day-to-day management of the more intimate aspects of the 
personal relationship between you and your medical service 
This is the next step in our development. The new exper 
status should establish the old general practitioner as the 
personal or family physician. 
The intellectual and temperamental qualities which will fit 
a young doctor for this new expert status of personal ~ 
family practice will be somewhat different from the qualities 
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required for all those specialties which are today recognized 
by the specialist medical register. A high intelligence quotient 
and the capacity to shine in competitive examinations will be 
less important than those high qualities of temperament and 
character which carry a man through the ceaseless grind of 
30-40 years of continuous and devoted service to the welfare 
of the patient and his family. These qualities should in future 
be rated as high in the judgment of man as those which at 
present are necessary for admission to the specialist register. 
They should, of course, be fairly rewarded if we hope to 
maintain recruitment into this honourable specialty. Individual 
fees should of course be lower than in the specialties recog- 
nized at present, but the composite income of the general 
practitioner should not be much behind that of the specialist. 
(c) You and Your Specialist 

It is fashionable today in certain quarters to decry the 
increasing number and variety of specialists and to attribute 
the decline in the status of the general practitioner to this 
increase. This attitude of denigration of the specialist is as 
useless as the attitude of the historical King Canute who had 
his throne planted on the foreshore at low tide and com- 
manded the ocean not to advance on the incoming tide. 
Specialization is the absolute prerequisite of advancing know- 
ledge and efficiency of service. Medical science is becoming 
so complex and its application to medical practice so essen- 
tial that it is no longer possible for any one man to be 
expert in the whole field of medical knowledge. Moreover, 
without research the practice of medicine rapidly becomes 
stagnant and obsolete. and no one can do medical research 
except in a defined specialty. There are at present 20 special- 
ties recognized by the Medical Council. All but one of these 
requires, after the 7 years leading to basic medical registration, 
the passage of at least 5 further years of which at least 3 
must be under academic instruction. The specialist in South 
Africa today has therefore never had less than 12 years of 
experience. Often the period is much longer, because the best 
specialists do work which will be useful to their future patients 
over and above the minimum required by the specialist 
register. The best of them undertake at least a few years of 
the immensely valuable intellectual discipline of research in 
the atmosphere of controlled scientific enquiry. 

Few parents are today able to support their sons and 
daughters over the whole of the 10 or more years of study, 
especially as many of the budding specialists quite under- 
standably marry before their period of apprenticeship is com- 
pleted. How then are these many years of study financed? The 
first 6 years up to University graduation still have to be met 
by the self-denial of parents or through scholarships or loans 
or by earnings in vacations and evenings. During the year of 
compulsory internship before registration and for the eighth 
and ninth years there is no difficulty for the young doctor to 
earn his own way provided he remains unmarried. During the 
last 3 years, the embryo specialist, who has been selected by 
a long series of competitive examinations and appointments, 
is admitted to the ranks of the trainee medical specialists who 
are ordinarily registrars in the teaching hospitals. At this stage 
the salaries are generous. These appointments, therefore, con- 
stitute (in effect) valuable postgraduate study bursaries. The 
competition for them is keen and highly competitive. and 
those who are responsible for selecting candidates for appoint- 
ment regard it as an onerous duty to ensure that zeal, industry, 
and success in the study and application of medical principles 
are rewarded appropriately. In my opinion the medical student 
should ordinarily remain unmarried, and during his year of 
internship he should be married only to his job. For the 
next 5 years up to his specialist registration there is no reason 
why he should not marry provided his wife is prepared, with 
her young family, to stand patiently on the touch-line en- 
couraging, sympathizing. and sustaining. Her husband will 
devote the last 3 years of his training to a specialist appren- 
ticeship which demands most of all 7 days of the week and 
much of the nights as well. 


When he has at last qualified for admission to the specialist 
register he has some difficult choices to make. He can put 
up his plate at once as a budding medical specialist and hope 
that his professional and personal qualities will slowly attract 
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to him the attention of some of the general practitioners who 
were his student contemporaries some years ago. These are 
the years of privation, hopes, and fears which will end in 
success for some and failure for others. Those who fail must 
choose another specialty in which competition is not so keen 
or must go into group general practice in which their specialist 
training will be of special value to the team. Alternatively, the 
newly-registered specialist can apply for full-time posts on the 
staff of hospitals where remuneration will be considerably less 
than in private practice, but will include the rewards of 
security and the knowledge of valuable service to the sick 
poor. The best among the young specialists will go into 
academic practice as members of the full-time staff of teaching 
hospitals attached to medical schools. This is the peak of 
achievement for the specialist with a scientific outlook. Before 
he embarks on a successful appointment in this field he needs, 
however, to spend some years in the atmosphere of clinical 
laboratory research and of these years at least one and 
preferably more should be abroad. South Africa is still too 
small a country to provide all of the 12-15 years which are 
required for this professional achievement. The scientific and 
clinical training provided in the South African medical schools 
may be as good as in most parts of the English-speaking 
world (I believe that in many specialties it is), but the young 
academic specialist, who is to take the major part in the 
training of future generations of medical students, requires 
the broader outlook on science, life, and affairs which comes 
through rubbing shoulders with, and sitting at the feet of, many 
more experts than South Africa can at present provide. 


(d) You and Your Public Medical Officers 


The majority of my audience tonight probably obtains most 
of its medical services on a private fee-paying basis from the 
general practitioners and specialists whom we have just been 
discussing. 


But you must remember that you represent, in this respect, 
a very small proportion of the population of the Republic of 
South Africa. Probably 90°, of that population, and perhaps 
50% even of our enfranchised population, cannot afford to 
get more than token medical services on a fee-paying basis, 
even with the aid of medical insurance. Their medical services 
must come, therefore, through salaried medical officers. 


Here we enfranchised South Africans are faced with a story 
of which we must at one and the same time be proud and 
ashamed. On the one hand there is no doubt that our much- 
maligned country is providing more and better medical and 
social services to our indigent sick than has been provided 
at any time in the history of the African continent. This 
statement is true whether we consider the services of the 
colonial governments to their territories or those of the 
emergent African states. On the other hand, our services are 
totally inadequate for the needs they seek to serve. The 
squalor and misery of sickness among rural underdeveloped 
peoples is less clamant and piteous than that of the slums 
of an industrial community. The heart-rending misery of our 
urban clinics and hospital outpatient departments demands 
a far greater effort than we have so far made. This effort 
must include not only curative services on a far more generous 
scale, but also an entirely new approach to the problem of 
raising living standards and providing the simple necessities 
of nutrition, housing, and hygiene. In this latter respect our 
profession must be the conscience of the nation, since we see 
the facts and the issues every day in their stark and ugly 
reality. 

The overall health policy of our country is channelled from 
the Minister through the Secretary for Health who is also the 
Chief (Medical) Health Officer. He administers most of his 
responsibilities through regional deputy chief health officers 
who in turn are responsible for district surgeons and health 
officials. Most of the members of the privileged group repre- 
sented among us tonight seldom even hear of district surgeons 
except in connection with inquests, and when we have indigent 
employees. We should know, however, that at least in theory, 
every indigent person is able to appeal to the district surgeon 
for medical advice and treatment without fee if he is unable 
to afford a doctor or to reach a clinic or hospital. 
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disease, and for the operation of many public-health measures. 


Department is also responsible for 
including tuberculosis and venereal 


In larger urban areas, however, local authorities undertake 
on a financial refund basis, the responsibilities of the 
Government in respect of communicable disease. 

The next big group of public health medical officials are 
those who are responsible to the Administrator of each Pro- 
vince through the Director of Hospital Services. As the 
Director’s title indicates, their sphere of responsibility is in 
hospitals. The Director exercises his jurisdiction mostly through 
the medical superintendents of hospitals and their staffs. In 
all but the hospitals used by the medical schools the medical 
staff, both specialist and general practitioner, give their 
services free or for a nominal honorarium to the hospitals 
in their area. It is difficult to estimate the monetary value of 
these honorary services throughout the country. Our hospitals 
would rapidly be bankrupt or our taxes would go steeply up 
were it not for them. When you are tempted to grumble at 
the heavy cost of your private medical services, never forget 
that in paying these accounts you are subsidizing the medical 
care of the indigent, who, in this context, represent from 80 
to 90% of the total population of the country. 

In the case of the provincial hospitals used by the medical 
schools for student training, agreements have been entered 
into in the Cape, Transvaal, and Natal between the Provincial 
Hospitals Administration and the university medical schools 
for the establishment of salaried joint medical services. These 
high-cost, high-quality hospitals have become the recognized 
consultant services in all intricate and highly specialized types 
of medical investigation and treatment for the whole of the 
provinces they serve. In fact, they give better diagnosis and 
treatment in complicated cases than can be obtained by the 
most wealthy through the facilities of private practice. This 
arrangement has enabled both parties to the agreements to 
provide a quality of medical care and medical education as 
good, probably, as anywhere in the world. But its cost and 
the growth of this cost is becoming a serious embarrassment 
to the Provincial Administration. It has highlighted the poten- 
tial monetary value of the honorary services given to hospi- 
tals elsewhere in the provinces. 

Your third group of public medical services includes those 
administered through their medical officers on behalf of 
municipal and divisional councils. In the bigger centres these 
local authorities undertake as has been recorded above, on 
behalf of the State Health Department, the treatment and 
hospitalization of communicable disease. In addition they are 
responsible for preventive clinics and the services of district 
nurses. These preventive clinics are best illustrated through 
those for pregnant mothers and newborn babies—the so- 
called ‘well-baby’ clinics. This valuable health-promotive ser- 
vice is, however, often largely vitiated by the fact that there 
are no well babies among the almost uniformly malnourished 
and consequently disease-ridden families whom they seek to 
serve. 

The problem of the cluttering up of health promotive 
services by preventable disease is common to most of our 
health organizations. It affects the large consultant hospitals 
such as Groote Schuur most adversely. Outpatient depart- 
ments, which were designed for consultant services, are over- 
crowded with indigent sick who need general practitioner 
services rather than consultant services. They cannot afford 
to get these services from private practitioners and are un- 
willing to seek them in outlying dispensaries and detached 
hospital outpatient departments. Their presence in such large 
numbers makes it impossible for our highly skilled and long- 
suffering specialists to give the quality of service which their 
training demands. At the same time they are expected to 
teach medical students. Our educational authorities and even 
our general practitioners are constantly slating them for their 
inability to give to our medical students more outpatient 
teaching, as opposed to inpatient teaching. The result of all 
this is a miserable state of overcrowding and long hours 
of waiting for patients and exhausting and unsatisfying work 
for our medical specialists. 

The remedy for this situation is not easy until the general 
standard of living has been raised and until the central, pro- 
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vincial, and local health and welfare authorities have agreed 
to cooperate on a realistic basis towards rehabilitation and 
health-promotive services. 

In the chaos of these outpatient departments it is a remark- 
able tribute to the efficiency and devotion of the consultants 
that they are able to maintain so high a standard of medica] 
diagnosis and medical teaching. So high indeed is this standard 
that only the discomforts of overcrowding and the long hours 
of waiting prevent the majority of patients who can afford 
private consultation from adding their further numbers to 
the crowd. In spite of these discomforts the medical super- 
intendent is constantly being told that patients are attending 
the outpatient departments of the Groote Schuur Hospital in 
chauffeured luxury cars. A word of tribute must also be 
offered to medical superintendents and their deputies for 
their efforts to alleviate conditions in our outpatient depart- 
ments, which can only be really corrected by improved social 
and economic organization at the higher levels of government. 


(e) You and Your Health-promotive Agencies 

Time does not allow me to do anything more than mention 
the multifarious services received by our population through 
social-welfare workers, health and nutrition educators, health 
inspectors and sanitation engineers. Most of these are provided 
in consultation with public health medical officials, but 
responsibility is hopelessly divided between State, Provincial 
and Local health authorities. As a result services are sometimes 
duplicated; far more commonly the indigent person falls 
between two stools and gets the service he needs from 
neither. A special word must be said about the services of 
the State Department of Social Welfare. In_ theory its 
services are not medical, but in practice most of the people 
whose welfare it is seeking to promote need medical assistance, 
because they are malnourished or handicapped by the physical 
or psychiatric ill-health of the bread-winner. One example of 
the frustration and waste of effort involved in divided 
responsibility is seen in the field of rehabilitation. Badly 
needed hospital beds are occupied by patients who should not 
be in hospital, but who are too ill to send home because they 
need all that is involved in rehabilitation after illness. It is in 
the financial interests of the provincial hospital authorities to 
rehabilitate these patients in order to free the beds for more 
urgent cases, but the provincial authorities understandably 
take the view that rehabilitation is the province of the 
Government. However excellent the services of the staff of 
the State Department of Social Welfare may be in respect 
of healthy people, they are not orientated towards nor equipped 
for what we doctors understand as rehabilitation. 


CHAPTER Il-——- WE 


(a) We and Ourselves 

We have our intraprofessional problems of relations. These 
are legally governed by the South African Medical and 
Dental Council, but we prefer to manage our own affairs 
through our Medical Association with its Branch Councils and 
Federal Council. The difference between the Medical 
Association and the Medical Council is still not undersiood by 
the public. The Association is a voluntary professional body 
which is responsible, inter alia, for this Congress. The Medical 
Council is a statutory body which controls relations between 
the State with its body of law, on the one hand, and the medical 
profession on the other hand. In our less responsible moments 
we resent the obligation to pay an annual fee to the Medical 
Council, because we often feel that its income is more heavily 
expended on protecting the public from a very small percentage 
of unscrupulous doctors than on protecting the medical pro- 
fession against a very large number of unscrupulous patients, 
who, in hard times, postpone the payment of their legitimate 
medical accounts until every other debt, with the possible ex- 
ception of their benefactions to charity, has been settled. Nor 
does that Council, we often feel, protect us against an increasing- 
ly litiginous public, stimulated and abetted by a minority of 
commercially-minded, petty lawyers, who seek every unjust 
occasion to trump up charges of negligence against our 
colleagues whose only error has been the kindness of saving 
the patient the cost of confirmatory X-ray or other laboratory 
tests. In our more sober and responsible moments, however, 
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we recognize that the Medical and Dental Council is a neces- 
sary guardian of our good name as a profession. an 
Our Association’s biennial Congress gives an opportunity for 
many informal exchanges of ideas and creates a venue for the 
Annual General Meetjng. We can deal with our intra- 
professional problems through these media in our own time, 
but I shall outline a few of the problems to you because their 
solution is essential for our proper services to the public. 
First and foremost is the burning problem of relations 
between general practitioners and specialists. This has engaged 
the attention of our Medical Association for many years, and 
in one or other form is a world-wide problem. In South Africa 
these relations have been precipitated by the formation of the 
register of medical specialists which has established minimum 
postgraduate standards of experience and education for 
specialists, and authorized for them higher standards of 
remuneration per patient-visit. These authorized higher fees are 
still moderate if they represent a charge for the standard one- 
hour consultation period compared with an average 20-minute 
general-practitioner visit. The public must also realize that 
the majority of consultants do far more honorary or pro deo 
work at hospitals than do general practitioners. Their fees 
include a tax on you for this pro deo work to the less privileged. 
The real chafing point, however, in relations between general 
practitioner and consultant is not fees, but a supposed in- 
feriority of status for the former implied by the specialist 
register. I have suggested a remedy for this in another section. 
Another problem among ourselves is the need for preserving 
a unified approach to the patient as an individual so that he 


' does not fall between two specialist stools. Every specialist 


knows, at least in theory, that no matter how small a part 
of the patient's body may be embraced by his own specialty, 
what he observes in looking through his smal] hole may be 
an expression of some general disease affecting many parts 
of the body. In practice, however, there is a danger that he 
may lose contact with this reality. The obvious solution to 
this problem is to maintain the status of the general practitioner 
as the chief medical adviser to the individual or to the family. 
Patients who go to specialists without consulting their general 
practitioner do so at their own risk. However, for the patient 
to go always through the general practitioner to the specialist 
is neither practicable nor desirable if the purpose of the 
specialist visit is obviously for limited and local opinion, e.g. 
to obtain spectacles for the almost universal middle-aged 
decline in near vision which we call presbyopia. If the patient 
does go of his own initiative, and without reference to the 
general practitioner, to the wrong specialist, the latter may 
re-direct him to another specialist, but is much better advised 
to refer the patient back to his own general practitioner for 
coordination of investigation. Patients should themselves insist 
on this if they value the continuity of knowledge and the 
breadth of perspective which a good general practitioner repre- 
sents. The latter may then refer the patient, if consultation 
is needed, to a specialist physician. The scope, functions and 
competence of this type of specialist are widely misunderstood 
by the public. This misunderstanding arises to a considerable 
extent from what the Americans call semantics, i.e. the exact 
meaning of words and terms. 

In Great Britain the specialist physician is called a con- 
sultant physician because, in theory, he consults with the 
general practitioner. This desirable - preservation of consultant 
status has, however, gone by default to a large extent even 
in Great Britain where Harley Street consultant physicians see 
many patients in their rooms without reference from a general 
Practitioner. This deterioration in the ideal service is almost 
unaveidable under conditions of modern urban organization 
where patients often lose continuity of contact between them- 
selves and general practitioners. In South Africa the process 
has gone even further and the only necessary insistence on 
consultant status by specialist physicians is that they should 
not visit the patient in his own home except in consultation 
with the family’s general practitioner. Good specialist physicians 
in South Africa nevertheless observe the very desirable courtesy, 
even when they have seen the patient directly, of writing a full 
report to the patient’s general practitioner. In America the 
Process has gone further still and the specialist physician, who 
's there called a specialist in internal medicine, or internist (not 
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intern), is threatening to displace the general practitioner as 
the first or primary medical adviser-to the individual. This 
process of supererogation can be defended up to a point in 
so far as it establishes a higher standard of education and 
professional competence for the patient’s primary medical 
adviser. It can, however, only be justified if this new species 
of internist-cum-general-practitioner does in fact take the wide 
responsibility for the patient and his family over that long and 
continuous period of time—which is the essence of good 
medical practice. The American system has solved the semantic 
problem referred to above by defining the field of the specialist 
physician as internal medicine. This important and essential 
specialist may have an even more highly specialized field of 
special competence and research endeavour, e.g. hearts or 
kidneys or livers, but he retains a holistic approach to the 
interrelated workings of all these internal systems. | am often 
amused to hear my specialist physician colleagues in private 
practice in South Africa referred to by patients as heart 
specialists. The specialist physician is indeed a heart specialist 
for patients who have heart trouble, but the same man is a 
kidney specialist for patients with kidney trouble and a liver 
specialist for patients with liver trouble. It is indeed proper 
and in the interests of the patient that physicians should con- 
tinue to be expert in all these and other fields of what the 
Americans rightly call internal medicine. There is no place 
for heart specialists who are interested only in the heart. Keep 
out of their hands except in a large consultant hospital where 
they have a valuable part to play in a team. Go, if you want 
a good opinion on your heart, rather through your general 
practitioner to a mature specialist physician who will see your 
problem as a whole, including your fears, your anxieties, and 
your bad habits. 

And remember that the questions he asks you are more 
important than what he hears through his stethoscope, and 
even more important than the strip of paper that comes out of 
that highly polished electrocardiograph. This latter tool is of 
limited value outside a research department in spite of the 
veneration accorded it by both the public and the profession. 
Without mature wisdom in its interpretation its records can 
be horribly misinterpreted. 

Two other spheres of intraprofessional relations which the 
public may profitably understand are relations between private 
practising and salaried doctors and relations between the 
administrative and professional branches of the profession. 
The chafing point in the first relationship is primarily in the 
social field. Private practising doctors often earn a larger total 
remuneration than salaried doctors and their wives spend more 
on new clothes for Congress and fripperies in ordinary life. 
The wives of salaried doctors are often envious. Salaried 
doctors, however, sometimes have easier hours and more free- 
dom in the evenings and week-ends. A notable exception to 
this general rule is to be found in the case of full-time 
academic clinical staff in a teaching hospital, who work harder 
than anybody I know for a very modest salary. The social 
results of inequality of remuneration sometimes obtrude them: 
selves upon the peaceful fraternity of our profession, but in 
the end the salaried doctor has some compensations in the 
form of a pension. I have never analysed the distribution be- 
tween the grants from the Medical Benevolent Fund to the 
widows and dependents of private practising and salaried 
doctors, but I suspect that the former would be in the 
majority. 

In the general field of relations between private practising 
and salaried doctors, the general hospital of my own medical 
school, Groote Schuur, is a representative microcosm. In every 
department and ward of the hospital, full-time and part-time 
medical practitioners rub shoulders with each other with 
mutual respect and advantage. In this regard I think that our 
microcosm is more successful than that of our wealthier 
brethren in the Transvaal, for example. 

With regard to relations between the professional and ad- 
ministrative branches, I can again quote the admirable, in my 
opinion, example of our microcosm at Groote Schuur Hospital. 
A weekly meeting between the heads of the professional 
divisions and the medical superintendent is carried out, 


invariably with the utmost amity and goodwill and to the effect 
of solving many points of possible friction at all levels of 
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the administrative and professional service to our patients. 
Again I might cite the excellent and harmonious relations which 
have been built up between the hospitals dep —— of the 
Provincial Administration and the University al Cape Town 
through personal contact between our full-time Dean and the 
Director of Hospital Services. Our full-time Dean is an ad- 
ministrator, but he is in daily contact with the needs and 
aspirations of the leaders of professiona] and academic thought 
in the medical school and the hospital. 


(b) We and Our Families 

Those of you, and there will be many in this audience, who 
are the wives or families of doctors, are probably deeply 
indebted to some of your husband's colleagues for free medical 
advice and treatment given unselfishly and without question 
on request. You may have noticed some reluctance, neverthe- 
less, on the part of your doctor husband to make such requests 
to his colleagues. If, like me, your husband is a full-time 
salaried medical officer, you will probably have noticed 
that, other things being approximately equal, he prefers his 
family to draw on the services of his full-time hospital 
colleagues. This is quite understandable. All of us, moreover, 
whether or not we are engaged in private practice, have pro- 
bably had occasion to be very grateful for the very generous 
service given to ourselves and our families by our public 
hospitals at very modest charge. 


(c) We and the Politicians 

The general subject of relations between politicians, medical 
civil servants, and the medical profession has been dealt with 
recently in a challenging address from the Minister of Health 
of the United Kingdom to the British Medical Association and 
known as the elephant and whale Winchester address. 
Winchester refers to the division of the BMA to which the 
address was given. The other eponym derives from Mr. 
Powell's opening paragraph which runs: ‘An alliance between 
the elephant and the whale is found neither in proverb nor 
in nature, for they are animals which belong to different 
elements.’ As far as medical civil servants are concerned, they 
are men in whom training and practice have promoted very 
different habits of thought from those commonly met among 
politicians. In a Ministry of Health he believes that the best 
compromise is that of parallel medical and administrative 
staffing of the department ‘which projects the boundary line 
right into the councils— one might even say right into the 
mind — of the politician himself’. This has been South Africa’s 
way with varying degrees of success. Powell regards it as 
essential to smooth and efficient working, that the medical 
officials in the Ministry of Health should remain in tune with 
the profession outside and as fully representative and 
characteristic of the profession’s outlook and mind as can be 
devised. 
(d) We and the Pharmaceutical Industry 

In an earlier section I referred to the alarming rise in the 
cost to the public of drugs. Another aspect of the same pro- 
blem is exercising the medical profession particularly. Each 
effective new therapeutic substance is now submitted by the 
pharmacological research divisions of the drug companies to 
endless modification of the effective basic nucleus with a view 
to obtaining a product which has the same or better effects at a 
smaller dosage and with fewer uncomfortable side-effects. The 
possible permutations of a complicated organic drug nucleus 
may run into hundreds. Each variant which appears to be 
promising is quickly marketed under a trade name peculiar to 
the particular drug firm which has produced it. The unfortunate 
medical profession is faced with new drugs every month, sold 
under different names by many pharmaceutical firms. The 
average doctor is not competent to assess these rival claims 
and even those clinical scientists who do research work in a 
particular field would require a year or two of intensive work 
to decide whether the claims for even one new drug are borne 
out in increased effectiveness to the patient. The drug firms 


in their fierce competition are forced towards more and more 
intense sales promotion. They now employ doctors as medical 
representatives and require them to call on their practising 
colleagues for exchange of information, although not for sales 
promotion. It is difficult enough for a medical professor to find 
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time to be courteous to an army of pharmaceutical salesmen 
when they are not his colleagues. When they are medically. 
qualified colleagues, his position sometimes becomes em- 
barrassing. However correct the approach of the travelling 
medical representative may be his clinical colleague suspects 
that his salary may eventually depend upon successful sales 
promotion. 

The difficulties inherent in relations between the medical 
profession and competitive pharmaceutical industry can and 
must be adjusted to the satisfaction of both sides. The debt 
of the public and of the profession to the ethical pharmaceutical] 
firms for their large part in the spectacular advances of our 
times is very great. These firms support, in their own 
laboratories, and by benefaction to medical schools ané 
research institutions, a large volume of fundamental research 
in physiology, biochemistry, pharmacology and other branches 
of the medical sciences. The contributions of their scientific 
staffs have been recognized by the highest award of a Nobe! 
prize. This activity has become an essential part of the advance 
of medical science, which would be much impoverished if jt 
were withdrawn. The ethical problems involved are not in- 
soluble and are in no real sense different from those involved 


in private or fee-paying medical practice. If they are frankly 
recognized and critically examined they can be satisfactorily | 
adjusted. 


(e) We and our Security 

Our Medical Association has been engaged for some years! 
in a review of the bases of private-paying practice. Briefly, an 
ever smaller number of the public are able to pay private fees 
for the whole of their medical services. This arises from the 
growing scientific accuracy and complexity of medical diagnosis, 
the growth of specialization and the cost of therapeutic sub- 
stances. It is all a natural and inevitable result of the advance 
of the physical and biological sciences and their application 
to medical practice; it is a world-wide phenomenon. 

In our own country we have attempted to meet this situation 
by the institution of more and more small medical aid schemes 
which seek, by refund of some 60% to 70% of the patient's 
medical expenses, to keep the cost to the patient manageable 
while retaining the undoubted advantages of private practice 
Most people, if they can afford to do so, prefer to select their 
own doctor, to remain free to consult another doctor if the) 
have not established the relationship which they value with the 
original doctor, and generally to feel that they are not be 
holden to him for charitable services. The plain fact of the 
matter, however, is that this relationship with your doctor, 
when not backed by some insurance scheme, becomes finan- 
cially ruinous if you have a serious or prolonged illness, The 
medical aid schemes are undoubtedly very successful in meeting 
this situation. The time has come, however, to apply the scheme 
on a wider and more unified basis, and our Association is 
in the midst of negotiations towards this end. These nego- 
tiations have had their ups and downs. I do not intend to dis- 
cuss them because there are many members of the Federal 
Council of the Medical Association here who are far more 
competent than I am to do so. My contribution should I think 
be in outlining some of the international background to our 
local situation. 

In this country we have drawn and are still drawing ou 
medical traditions from Western Europe and especially from 
Great Britain and Holland. Increasingly, however, we are it- 
fluenced by that great English-speaking offshoot of Europe, the 
United States of America. Great Britain introduced, a little 
more than a decade ago, a revolutionary new approach to the 
provision and financing of medical services. This is known %& 
the National Health Service and is part of the ‘cradle to grave 
Security State. It is no secret that the service was introduced 
against the wishes of the British Medical Association which 
quite justifiably and understz andably, wanted to maintain the 
high principles of medical practice which were traditionall) 
associated with private practice. It has of course been said thal 
the British Medical Association was acting as a trade umio) 
in defence of the financial interests of the medical profession 
I do not think that this charge is just. The medical professior 
of Great Britain, as a whole, stood to lose and has lost com 
paratively little financially through the National Health 
Service. The specialists of Great Britain have lost little if any 
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thing at all. It is the general practitioner who has lost much of 
the legitimate pleasure and pride of his profession in the 
impairment of his personal private relations with his patients. 
He has also less liberty of movement to change his place of 
practice. His chief complaint, however, is that he has been 
reduced to the status of a health clerk dealing with larger 
numbers of patients than he can possibly handle efficiently, 
filling in endless forms in triplicate, and making returns on 
printed forms. But on the credit side he can now dispense 
to his patient any medicines that he thinks reasonable without 
fear as to whether the patient will be able to afford to purchase 
them. The 1/- dispensing charge is a burden to the patient only 
in the lowest economic groups. For his middle-class patients 
he can get laboratory, radiological and other consultant ser- 
vices whenever he thinks these are in the interests of the 
patient’s welfare and without counting the cost. Again, on 
the debit side he is besieged by unscrupulous patients, to whom 
it never cccurs that to cheat the Government is immoral, e.g. 
to prescribe on the free dispensing list, cotton woo] and other 
illicit luxuries for cosmetic purposes and for little Johnnie’s 
hobbies. 

I have not made up my mind about the National Health 
Service of Great Britain. It is neither wholly good nor wholly 
bad, and history alone will judge whether the final balance 
is on the credit or debit side. But I am sure that it has turned 
out better than the British Medical Association feared. | am 
sure that the majority of British taxpayers would vote 
enthusiastically for its continuation. I suspect that the great 
majority of the medical profession and the British Medical 
Association itself would vote for its continuation if it came 
to a showdown. 

At the other extreme the United States of America clings 
tenaciously to private medica] practice. The American Medical 
Association has looked closely at the British National Health 
Service and does not like it. This of course is to be expected in 
a country where private enterprise on a competitive basis is 
a national philosophy. But the American public is becoming 
increasingly restless at the mounting cost of medical services 
which are quite ruinous by any standards known to us in 
South Africa. The Democratic Government and its predecessor 
the Republican Government have warned the American Medical 
Association that they are killing the goose that laid the golden 
egg and that the government will have to intervene with some 
form of National Health Service or insurance if the situation 
is not corrected. A great deal has been done through insurance, 
as in the Blue Cross and Green Cross systems, but there is 
still a very big gap to be filled between the cost of medical 
services and what the average citizen can afford. 

Returning to our own problems in South Africa I would 
like to suggest a little perspective. Pressing as the problems 
of private practice and medical aid schemes may be, they are 
parochial; they apply to less than 10% of our population. 
For the remaining 90% there is little doubt that for many 
decades to come the major part of medical services will have 
to be provided on a salaried basis. I was, for 15 years, a 
medical professor in Cape Town with private consulting 
practice and for 10 years I have been a full-time salaried 
officer. I am more than content with my present status 
although, like everyone, I should be pleased to have a more 
generous remuneration. 

The joint medical service, established as a partnership be- 
tween the Cape Provincial Administration and the University 
of Cape Town to provide salaried medical services for Groote 
Schuur and some related teaching hospitals, has in my opinion 
heen an unqualified success. It has led to the growth of a 
quality of medical service, teaching, and research which can 
hold its own with most parts of the world. In my own 
department alone there are twelve full-time salaried specialist 
Physicians of whom any medical school could be proud. We value 
greatly the different approach to our clinical problems furnished 
by our part-time colleagues who engage in private practice, 
but we would not change places with them. We have excellent 
facilities for scientific research, we can practice medicine in 
a way of which we can be proud. We believe that we are 
inculcating a spirit of scientific enquiry and of unselfish sevice 
which the traditions of our medical school demand. I am not 
being comparative; I would not like to see the whole staff 
of our hospital on a full-time basis, but I believe that our 


S.A. TYDSKRIF VIR GENEESKUNDE 


951 


present mixture of full-time and part-time salaried medical 
officers is a great success. 
(f) We and Our Medical Education 

In my introduction I referred to the educational standards 
laid down and enforced by the South African Medical and 
Dental Council. As one who has spent most of his life in 
medical schools, | must comment at once that the Council’s 
standards are minima rather than optima. Every self-respecting 
medical school prides itself that its standards are in most 
respects higher than the minimum standards of the Council. 
Mine certainly does. In any case our registration is only our 
starting point for acquiring the wisdom of medical experience 
on which you depend so much in times of sickness. Like all 
wisdom this is a compound of knowledge, experience, and 
character. 

The world of medical education is full of discussion of 
changes in the curriculum. The medical councils, both in South 
Africa and in Great Britain, have scrapped the fairly rigid 
curricula which they previously laid down and have left the 
medical schools open to carry out whatever experiments are 
thought to be desirable in modification of the curriculum. 
There have been two international congresses on medical 
education. 

All of this has been forced upon us primarily by the 
rapid expansion of science and the increasing application of 
the physical and biological sciences to the problems of medical 
diagnosis, research and treatment. As a result the 6 years of 
study is being surfeited with an ever-increasing volume and 
complexity of advancing scientific knowledge. It is difficult 
to prune the body of professional knowledge which already 
filled up the 6-year curriculum several decades ago, much 
of which still seems to be necessary for successful medical 
practice. The medical student of today is therefore threatened 
with acute mental indigestion. At our medical school we have 
applied a holding device, pending further study, by a bianket 
resolution that nothing further may be added to the syllabus 
without eliminating old material occupying a corresponding 
amount of time. In my opinion this pegging is right, but it 
cannot last; we must introduce the fruits of advancing know- 
ledge. Why can we not eliminate a lot of dead wood from 
the past? We can, but it must be carefully done for reasons 
which are connected with our medical history. 

Man’s relations with reality, time, and eternity, as expressed 
in his superstition, mythology, philosophy, and religion, have 
always been influenced and often determined by his moods, His 
temperament is predetermined to a large extent by his inherited 
nature (i.e. the particular constellation of genes and chromo- 
somes which he inherited from his father and mother). But 
the moods, which are grafted on the foundation of his 
temperament, are often influenced and sometimes determined 
by his physical health, unless he learns through education, 
philosophy, and religion to control and rise above them. 

It is therefore understandable that medical service has slowly 
evolved out of the priesthood. Our body of medical history 
traces this progress back for 5,000 years or more. In South 
Africa we have the remarkable position that all the stages of 
this 5,000 years of evolution are represented among our people. 
Our Bushmen, who have hardly yet evolved from a Stone Age 
culture, are still at the stage of primitive folk-lore and herbal 
traditions passed on by the elders of the family group. Among 
our Bantu the medicine man represents both the priest and 
the doctor, until urbanization turns him into a simple char- 
latan selling bits of rhinoceros horn, herbs, and foul con- 
coctions in the market places of our cities. Among our 
relatively advanced Cape Coloured people ‘Malay tricks’ 
still have a firm hold on the fears of sick people. I was 
informed just a few days ago by an old Cape Coloured woman, 
whose popping eyes were obviously caused by thyrotoxicosis, 
that someone had been getting at her with ‘Malay tricks’. Even 
among our supposedly advanced Whites, ideas and super- 
stitions just as primitive are commonly encountered, and the 
most absurd cults and nostrums are still firmly believed in. 
We ourselves are not entirely free from these superstitions: 
even if we laugh as we do it, we still insist on ‘touching 
wood’. Even if we rationalize about the possibility of paint 
or a brick dropping on our heads, we still refuse to walk 
under ladders. 
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It is natural, therefore, that in this early stage of our 
emotional evolution the practice of medicine must still be 
primarily an art and a craft, and every medical student must 
be prepared for it by apprenticeship under the precepts of 
wise clinical teachers who do not learn the art from their 
scientific teachers. Psychology is beginning to be the science 
of the human mind, but it is still only scratching the surface 
of the complexities of the human temperament and the ob- 
scure evasions of the human mind. 

Even if our medical students must still be prepared through 
the old tried method of apprenticeship, they must neverthe- 
less also be trained to apply the advances of medical science 
to improving the accuracy of diagnosis and the effectiveness 
of treatment. For this evolution they must be given a thorough 
grounding in scientific method and critical reasoning; alter- 
natively they become the slaves of tradition and the dupes of 
sales promoters. 

How then is all this new knowledge to be fitted into an 
already overcrowded curriculum? The answer in essence is 
to concentrate on important principles and eliminate unneces- 
sary detail which clogs the memory and distracts it from the 
appreciation of principle and the application of critical judg- 
ment. Moreover, one of 3 fundamental changes will have to 
be applied. The first, which I have already expressed an 
opinion against, is to introduce a two-stream policy of medical 
education, i.e. separate streams for the future general 
practitioner and for the future specialist. A second possibility 
is to lengthen the undergraduate curriculum say from 6 to 7 
years. The third is to recognize that at the end of the present 
6-year curriculum, followed by a compulsory year of intern- 
ship, we have produced only the basic doctor who has then 
to receive further preparation for the practice of medicine. 
This further preparation has already been applied to the 
training of the future specialist. In an earlier section on ‘You 
and your general practitioner’ I have urged that some suitable 
equivalent be applied to the postgraduate training of the basic 
doctor before he is accepted as a general practitioner. 

I believe that a choice between these basic principles is 
essential before we consider further modification of the 
syllabus. When the choice has been made in principle, revision 
of the detail of the curriculum will be comparatively easy. 


(g) We and Our Commitment 

This brings me back to the second characteristic which, in 
my opening paragraphs, I claimed as distinguishing we from 
you, namely that we have taken a solemn oath to serve and 
protect your interests. We carry out this oath imperfectly, but 
most of us never forget that we have sworn it. Listen to some 
of its terms. Our university medical school requires its success- 
ful graduates to subscribe on oath to a modernized form of 
the classical Hippocratic Oath and invites them also to repeat 
aloud the Declaration of Geneva. This takes place in a dig- 
nified ceremony on the day before graduation in the presence 
of the senior teachers of the medical faculty. Your future doctor 
pledges himself to consecrate my life to the service of 
humanity . . . for the good of all persons whose health may 
be placed in my care and for the public weal. 

In another place under the title ‘The doctor and humanity’ 
I have drawn attention to the fact that he also pledges him- 
self to respect the secrets which are confided in me and that 
this pledge may on occasion put him in the unenviable position 
of being liable to imprisonment. For the common law through- 
out the English-spee aking world holds that the doctor must dis- 
close the patient’s admission when put under oath in a witness 
box. Fortunately, judges and advocates respect this dilemma 
of the doctor and seldom, if ever, force the issue to a show- 
down. 

In the same place I have pointed out that we in South 
Africa have a special responsibility for the ethics and high 
ideals of our profession, because most of Africa has no in- 
herited capital of faith, morals, or ethics. 


CHAPTER III —- US, WHAT OF THE FUTURE? 


Medical science has made the most phenomenal] advances in 
this half century. Physics and chemistry are being applied to 
biology and to the problems of life to an extent that, as a 
student, I would never have dreamed of. The electron 
miscroscope has opened the detailed minutiae of the structure 
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of a single living cell almost down to the level of the individual 
molecule. Hundreds of new enzymes are being discovered, 
absence of any one of which may account for individual 
idiosyncrasies in metabolism which up to a decade ago were 
wrapped in mystery. We shall soon understand the nature 
of the difference between inert substances and unicellular 
organisms. The study of viruses and their metabolism is rapidly 
closing this gap in our knowledge. 

The bacterial diseases and most of the parasitic diseases are 
increasingly being brought under control through the develop- 
ment of new antibiotics. Although there is still the menace 
of the emergence of drug-resistant strains, the staphylococcus 
is, so far, the only important bacterium which repeatedly 
escapes from new antibiotics. The viruses have so far not 
come within the control of antibiotics. They are likely to have 
a greater adaptability than bacteria and parasites in producing 
drug-resistant strains. 

Infant and child mortality has been vastly reduced in the 
privileged nations and could be similarly reduced in our own 
community if we organized ourselves better. The high mortality 
which still prevails among our underprivileged groups could 
be slashed by the provision of a higher standard of living 
with resultant better nutrition and hygiene. 

The prevailing allergic disorders, most of which are more 
of a nuisance than a threat to working capacity and life, are 
being extended by what we now call the auto-immune 
diseases, many of which are life-threatening. Some of the latter 
are moreover caused by hypersensitivity to recent antibiotics 
and chemotherapeutics. 

The psychosomatic disorders are almost certainly on the 
increase and are greatly complicated by the increased pace of 
organized urban life and the stresses and strains which are 
inseparable from that life. 

Our chief killers today are the degenerative diseases such as 
cancer and arteriosclerosis. Cancer has been tackled energeti- 
cally in medical research for several decades with disappoint- 
ingly few results. Arteriosclerosis has been tackled only in the 
last decade. The statistics of World War II showed that 
economic privilege, through some combination of unwise 
eating, stress and strain, and lack of exercise has Jed to recent 
increase, at least, in coronary heart disease. This trend should 
be neutralized in the course of the next decade by advancing 
knowledge. By that time we may again be thinking of 
arteriosclerosis as an inevitable process of ageing or we may 
possibly have found ways of postponing its inevitability to the 
extent of a further increase in life expectation. 

However, these spectacular advances have opened a new 
problem —the population problem. It would appear that 
medical science has over-reached itself. The application of 
nutrition and hygiene together with the advent of antibiotics 
and some other drugs effective against bacteria and parasites 
has led to something that can only be called a population 
explosion. Up to 1900 population growth throughout the 
world had only been very modest. War, famine, and disease 
had acted as effective brakes. Suddenly, through the advance 
of medical science, the brakes have been withdrawn. If the 
rate of population growth of the last few decades is extra- 
polated forwards, the present 2-8 billion of world population 
will be 5 billion by the end of the 20th century and 10 billion 
in a hundred years’ time. The most serious aspect of this 
problem is that the population explosion is unequal in its 
effects on the various races and classes of mankind. In 
general the privileged and educated groups have accepted that 
the virtual elimination of infant and child mortality brings 4 
responsibility of family restriction. The underprivileged on 
the other hand, and particularly the illiterate masses, continue 
to multiply while medical science saves an ever-increasing 
percentage of their unplanned children. Have we created 4 
Frankenstein monster of population growth with our advances 
in medical science, or can man learn to control his destiny? 
I am known to be interested in clinical nutrition and com- 
prehensive medicine and am frequently told that the population 
explosion and the resulting population maldistribution between 
privileged and underprivileged races is the fault of people 
like myself. I never take this charge seriously, nor can any 
thinking man. Advances which have led to the population ex- 
plosion and maldistribution are in themselves good, just 4s 
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that man’s emotional and spiritual development and his sense 
of responsibility are lagging far behind his intellectual achieve- 
ments. 

Although we have learnt so much about the biochemistry 
of life in the individual cell we are still only scratching the 
surface of knowledge. We know virtually nothing of the com- 
plex integration which directs and coordinates even the simplest 
multicellular life. The coordinated function, the reflex activity 
and motivations of the higher mammals are still wrapped in 
mystery. And what an enigma, still, is man himself. What is 
the health which the medical profession is seeking to give 
to mankind? Is it simply the harmonious working of the 
biochemical systems of body metabolism which we are rapidly 
coming to understand? Certainly, such harmony is the basis 
of bodily health, but will it, of itself, achieve happiness? 
Experience suggests strongly that this is not so. Is there any 
health apart from happiness? What is happiness? No doctor 
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can avoid asking himself these questions as he faces the issues 
of birth and death. 

Our scientific methods give us no clue to whether the 
difference between man and the higher animals is one of 
quantity or of quality. Those who accept, as I do, that there 
is a fundamental difference in something which we call the 
soul, do so by an act of faith and not on any scientific 
evidence. Truth, beauty and goodness are fundamental to 
man’s satisfaction and central to his need. The solution of 
their mystery can be approached in a spirit of critical enquiry, 
but the media are not measurable in grams, millilitres, or units 
of energy exchange. The only acceptable media are humility 
and self-knowledge and care for the welfare of others. 

I hope that what I have said may contribute something to 
a spirit of understanding and trust between you and we. I 
hope that the understanding and trust will, in turn, contribute 
to ever-higher standards and traditions in our medical services. 


IN DIE VERBYGAAN : PASSING EVENTS 


The College of General Practitioners, Cape of Good Hope 
Faculty, in conjunction with the South Eastern Division of the 
Cape Western Branch of the Medical Association is holding an 
Upjohn Travelling Lecture Course at Mossel Bay Hospital 
on 18 and 19 November. A team of three specialists from 
Cape Town will participate in the lectures, which commence 
at 3 p.m. on Saturday 18 November. 

Further particulars may be obtained from Dr. J. D. J. Uys, 
the Hon. Secretary, S.E. Division, P.O. Box 12. Ladismith, 
CP, or the Secretary, the Cellege of General Practitioners, 
P.O. Box 643, Cape Town. 

* 
Mr. Charles Sarkin, orthopaedic surgeon, of Johannesburg, is 
proceeding to England and Europe for a six weeks’ tour dur- 
ing which he intends visiting various orthopaedic hospitals and 
clinics. 


BRIEWERUBRIEK : 


THE LOUIS MIRVISH MEMORIAL MEDICAL 
FOUNDATION 
To the Editor: A meeting of all donors to the above foun- 
dation will be held in the Dr. Bennie De Wet Lecture Theatre 
on the ground floor of the Groote Schuur Hospital on Thurs- 
day 23 November at 6.15 p.m., to decide what form the 
Foundation will take, and to arrange for its administration. 
To date the amount collected is in the region of R3,600 
and suggestions at the meeting will be very welcome. All 
colleagues who would still like to be associated with the 
Foundation are requested to send their contributions to it 
before the meeting so that their names can be included. 
R. L. Tobias 
Convener 
P.O. Box 4671 
Cape Town 
30 October 1961 


LIMITS FOR GENERAL PRACTITIONERS 
To the Editor: Dr. Frylinck! has made some scathing comments 
on my previous letter.“ In an attempt to understand him, I have 
carefully re-read what I wrote. Nowhere do I find the sug- 
gestion that general practitioners are more competent to deal 
with the specialties than their specialist colleagues. 

If, however, this was the impression given by my letter, I 
must apologize for the lack of clarity in my writing. 

I still fail to see how a course of action can be at times 
ethical and at other times unethical. The whole purport of my 
letter was to stress the need for caution in legislation. 

A great deal of emergency surgery is performed by general 
Practitioners in the platteland. Surely it must be obvious that 
during the course of long years at this a modest competence 
will be acquired by at least some of these men? It is certain 
that for some time to come this state of affairs will continue. 
Legislation must take cognizance of this. If it does not, then 
I still say it would be ill-considered. 


Dr. L. Staz, ophthalmic surgeon, of Johannesburg, has resumed 
his practice on returning from Europe. During his trip, he 
attended meetings of the Jules Gonin Club in Lausanne on the 
subject of detachment of the retina, and visited the clinics of 
Professor Francois in Ghent and Professors Leonardi and 
Strampelli in Rome. 
* 

The South African Institute for Medical Research, Johannes- 
burg, Staff Scientific Meeting. The next meeting will be held 
on Monday 20 November at 5.10 p.m. in the Institute Lecture 
Theatre. Dr. J. H. Mason will speak on ‘Anaerobic infections 
in animals’. 

Frank Forman Postgraduate Award 1962. Applications for this 
Award for 1962 must reach the Secretary, 3 Park Road, Ronde- 
bosch, Cape, before 30 November 1961. 


CORRESPONDENCE 


Finally, if all doctors were aware of their limitations as 
suggested by Dr. Frylinck you, Sir, would not have thought it 
worthwhile to devote space in the Journal to both my letter 
and that of Dr. Frylinck. 

D. A. Hamilton 
Barberton 
27 October 1961 


1. Correspondence (1961): S. Afr. Med. J., 35, 882. 
2. Idem (1961): Ibid., 35, 824. 


GASTRO-INTESTINAL MUCORMYCOSIS IN INFANCY 


To the Editor: We thank Dr. Mackenzie! for drawing our 
attention to an incorrect statement which inadvertently appeared 
in our article.” We agree with him that sporing bodies are not 
found in the tissues. When we decided to publish our cases of 
gastro-intestinal mucormycosis, we found among our records 
a case of a fungal disease of unidentified type which on review 
proved to be a case of mucormycosis. Unfortunately the 
original autopsy report was copied verbatim. It is clear to 
us now that what the pathologist at the time regarded as 
sporing bodies were in fact hyphae cut transversely. 

Incidentally, we should like to point out to Dr. Mackenzie 
that we do have a mycologist on our staff. These sections 
were all referred to him and he had confirmed the diagnosis 
of mucormycosis. We also think that our illustrations were 
adequate evidence of the correctness of our diagnosis and that 
this one small error should not detract from the validity of our 
findings. 

C. Isaacson 
S. E. Levin 

South African Institute for Medical 
Research and Baragwanath Hospital 
Johannesburg 
26 October 1961 


1. Mackenzie. D. W. R. (1961): S. Afr. Med. J., 35, 844. 
2. Isaacson, C. and Levin, S. E. (1961): Ibid., 35, 581. 
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AMPTELIKE AANKONDIGINGS : OFFICIAL ANNOUNCEMENTS 


GOEDGEKEURDE MEDIESE HULPVERENIGINGS 
Hieronder verskyn die lys van goedgekeurde mediese hulpver- 


enigings soos op | November 1961. 


Lede behoort hierdie lys 


vir naslaandoeleindes byderhand te hou. 


Plaza-gebou 28 


L. M. Marchand 
Medesekretaris 


Pretoria 
20 Oktober 1961 


Maitland, CP. 


A.A. Mutual 
Johannesburg. 
Abercom Group Sick Benefit Society, 
Port Elizabeth. 

African Cables Medical Benefit Fund, P.O. Box 172, 
Vereeniging. 

African Explosives Medical Aid Society, P.O. Box 1122, 
Johannesburg. 

African Coasters Medical Aid Society, P.O. Box 2161, 
Durban. 

African Oxygen Limited Medical Aid Society, P.O. Box 
5404, Johannesburg. 


Medical Aid Society, P.O. Box 9595, 


P.O. Box 494, 


Afrikaanse Pers Beperk se Siektefonds, Posbus 845, 
Johannesburg. 
Alex, Aitken & Carter Medical Benefit Society, P.O. 
Box 2636, Johannesburg. 

. Algoa Medical Aid Society, P.O. Box 369, Port Eliza- 
beth. 
Alliance Assurance Co. Ltd. Medical Aid Society, P.O. 
Box 635, Cape Town. 


. Argus Medical Benefit Society (Cape Argus Branch), 


P.O. Box 56, Cape Town. 
Argus Medical Benefit Society (Daily News Branch), 
P.O. Box 1491, Durban. 

Argus Medical Benefit Society (Star Branch), P.O. Box 
1014, Johannesburg. 
Associated Employers’ P.O. Box 
7462, Johannesburg. 

A.T.I. Medical Aid Society, P.O. Box 5057, Boksburg 
North. 

Babcock and Wilcox Medical Aid Fund, P.O. Box 545, 
Vereeniging. 

Bakers Ltd. European Employees’ 
P.O. Box 692, Durban. 
Bloemfontein Municipal Employees’ Medical Aid Society, 
P.O. Box 288, Bloemfontein. 

Boart and Hard Metal Products Medical Aid Society, 
P.O. Box 9325, Johannesburg. 

Boksburg Municipal Employees’ Medical Aid Fund, P.O. 
Box 215, Boksburg. 

Bothner Group Medical Aid Society, P.O. Box 3008, 
Johannesburg. 

British General Electric Co. (Pty.) Ltd., Medical Aid 
Society, P.O. Box 9329, Johannesburg. 

Broderick Medical Aid Society, P.O. Box 
eeniging. 

Building Societies Joint Medical Aid Fund, P.O. Box 
5728, Johannesburg. 

Bunzl Paper (S.A.) Medical Aid Society, 


Medical Aid Society, 


Sick Benefit Fund, 


186. Ver- 


P.O. Box 2, 


S. Butcher & Sons Ltd. Medical Aid Society, P.O. Box 
1004, Durban. 


Cape Portland Medical Aid Society, P.O. Box 1067, 
Cape Town. 
Cape Times Medical Aid Society, P.O. Box 11, Cape 


Town. 

Cape Town Municipal Employees’ Association Medical 
Aid Society, P.O. Box 1939, Cape Town. 

Central News Agency Ltd. Medical Benefit Society, 
P.O. Box 1033, Johannesburg (excluding Cape Town 
and suburbs, Durban municipal area, Johannesburg and 
Witwatersrand, and Port Elizabeth and Pretoria munici- 
pal areas). 


APPROVED MEDICAL AID SOCIETIES 


The following is the list of approved medical aid societies 


as at 1 November 1961. 


Members should keep this list for 


reference. 
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. Civil 
. Commercial and Industrial Medical Aid Society, 


. Germiston Industries Medical Aid Society, 


. Goldby, 


Chamber of Mines Medical Aid Society, P.O. Box 809, 
Johannesburg. 
Service Medical 
176, Pretoria. 


Benefit Association, P.O. Box 


P.O. 
Box 958, Johannesburg. 


. Consolidated Glassworks Limited Medical Aid and Sick 


Benefit Society, P.O. Box 562, Germiston. 


. Corner House Medical Aid Fund, P.O. Box 1056, 
Johannesburg. 
Coronation Medical Aid Society, P.O. Box 1517, Durban. 


Crooks Bros. Ltd. Medical 
Street, Durban. 
David Brown Employees’ 


Box 540, Benoni. 


Benefit Fund, 301 Smith 


Medical Aid Society, P.O. 


D.F.A. Medical Benefit Society, P.O. Box 610, Kimber- 


ley. 

D.I.S.W. Medical Aid Society, P.O. Box 290, Benoni. 
Dorman Long (P.E.) Medical Aid Society, P.O. Box 
9010, Port Elizabeth. 

Eastern Province Cement Co. Ltd. Medical Aid Society, 


’ P.O. Box 2016, Port Elizabeth. 


E.P. Newspapers Medical Aid Society, 
Port Elizabeth. 

Egnep Medical Aid Society, P.O. Penge, Transvaal. 
Escom Cape Western Undertaking Medical Aid Society, 
P.O. Box 117, Cape Town. 

Escom (N.C.U.) Medical Benefit Society, P.O. Box 30, 
Colenso, Natal. 


P.O. Box 1117, 


. Escom (N.S.U.) Medical Aid Society, P.O. Box 2408, 


Durban. 

Everite Medical Aid Society, P.O. Kliprivier, Transvaal. 
Federated Employers’ Medical Aid Society, P.O. Box 
666, Johannesburg. 


Federation of Master Printers of S.A. Medical Aid 


Society, P.O. Box 4465, Johannesburg. 
First Electric Medical Aid Fund, P.O. Box 3961, 
Johannesburg. 


Friend Medical Aid Fund, P.O. Box 245, Bloemfontein. 


. General Mining (Associated Companies) Medical Aid 


Society, P.O. Box 1007, Johannesburg. 


. General Motors Medical Aid Scheme, P.O. Box 1137, 


Port Elizabeth. 

113 Pylon 
House, Human Street, Germiston. 
Gledhow-Chaka’s Kraal Sugar Co. Ltd. 
Fund, P.O. Box 55, Stanger. Natal. 
Panchaud and Webber Medical Benefit Fund, 
P.O. Box 1172, Johannesburg. 

Goldfields Medical Aid Fund, P.O. Box 1167, Johannes- 


Medical Benefits 


burg. 

. Greatermans Medical Aid Society, P.O. Box 5460, 
Johannesburg. 
Homes Trust Sick Fund, P.O. Box 93, Cape Town. 


Hubert Davies Johannesburg Staff Medical Aid Society, 
P.O. Box 1386, Johannesburg. 

Hulett & Sons Ltd. Medical Benefit Fund, 
P.O. Box 248, Durban. 

Hunt, Leuchars & Hepburn Ltd. (Transvaal Staff) Medical 
Aid Society, P.O. Box 47, Johannesburg. 

P.O. Box 7018, Johannes 


1.C.T. Medical Aid Society, 
burg. 

Irvine Chapman Medical 
Vereeniging. 


Aid Scheme, P.O. Box 316, 


104. 
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101. 
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104. 


. Northern Assurance 


. Northern Rhodesia 


S.A. 


Iscor Medical Benefit Fund, P.O. Box 450. Pretoria. 
I.W.S. Medical Aid Society, P.O. Box 6946, Johannes- 
burg. 

J. W. Jagger & Co. Ltd. Medical Aid Society, P.O. Box 
726, Cape Town. 

Johannesburg Board of Executors’ Medical Aid Society, 
P.O. Box 271, Johannesburg. 

Klerksdorp Munisipale Werknemers Siektefonds, Posbus 
99, Klerksdorp. 

K. & L. Timbers Ltd. Staff Medical Aid Fund, P.O. 
Box 9, Elandsfontein, Transvaal. 

Koegas Medical Aid Society, P.O. Koegasbridge. CP. 
Krantzberg Mines Medical Aid Society, P.O. Box 18, 
Omaruru, SWA. 

Kroonstad Munisipale Mediese Hulpvereniging, Posbus 
302, Kroonstad. 

Legal and General Medical Aid Society, P.O. Box 4870, 
Johannesburg. 

Mail, Times & Express Medical Aid Society, P.O. Box 
1138, Johannesburg. 

Marley Floor Tile Medical Aid Society, P.O. Box 67, 
Nigel. ; 

Masonite Medical Aid Society, P.O. Box 57. Estcourt, 
Natal. 

Max Engineering Medical Aid Scheme, P.O. Box 174, 
Vereeniging. 


. Metal Box Company of S.A. Ltd. Medical Aid Society, 


P.O. Box 7752, Johannesburg. 
Municipal Employees’ Medical Aid Society (Durban), 
P.O. Box 625, Durban. 


. Nasionale Pers Beperk Siekebystandsfonds (Kantoorper- 


soneel), Posbus 2271, Kaapstad. 


. Natal Building Society Medical Aid Fund, P.O. Box 


947, Durban. 


. Natal Coal Owners’ (Durban Staff) Medical Aid Society, 


P.O. Box 281, Durban. 


. Natal Estates Sick Fund Benefit Society, P.O. Mount 


Edgecombe, Natal. 


. Natal Industries Medical Aid Society, P.O. Box 1300, 


Durban. 

. N.T.E. Staff Medical Aid Fund, P.O. Box 39, Pieter- 
maritzburg. 

. National Industrial Credit Corporation Medical Aid 


Society, P.O. Box 8296, Johannesburg. 


. National Portland Medical Aid Society, P.O. Box 21. 


Claremont, CP. 


. National Trading Medical Aid Society, P.O. Box 2762, 


Johannesburg. 
Co. Ltd. Medical 


Aid Society, 
P.O. Box 8615, Johannesburg. 


. Northern Medical Aid Society, P.O. Box 3437, Johannes- 


burg. 
European Civil Servants’ Medical 


Aid Society, P.O. Box R.W. 13, Ridgeway, NR. 


. Norwich Union Life Insurance Staff Medical Aid Society. 


P.O. Box 1226, Cape Town. 


. Ore & Metal Medical Aid Society, P.O. Box 3548. 
Johannesburg. 
. Pietermaritzburg Chamber of Industries Medical Aid 


Society, P.O. Box 365, Pietermaritzburg. 

Pilkington Group European Medical Aid Society. P.O. 
Box 111, Springs. 

Pongola Sugar Milling Co. Ltd. Medical Benefit Fund, 
P.O. Box 194, Durban. 


. Post Office Medical Aid Society, P.O. Box 303. Germis- 


ton. 
Pretoria Municipal Employees’ Sick Fund, P.O. Box 
408, Pretoria. 

Pretoria News Medical Benefit Society, P.O. Box 439, 
Pretoria. 
Pretoria Co. Ltd. No. 1 


Portland Cement Works 


(Hercules) Medical Aid Society, P.O. Box 405, Pretoria. 
Pretoria Portland Cement Co. Ltd. No. 2 Works Medical 
Benefit Society, P.O. Box 7, Slurry, Western Transvaal. 
Pretoria Portland Cement Co. Ltd. No. 3 Works (Jupiter) 
Medical Aid Society, P.O. Box 73, Cleveland, Transvaal. 


TYDSKRIF VIR GENEESKUNDE 


105. 


144. 


. S.A. Sugar Association Medical 


. Sun Insurance Office 


. Syfrets’ 


955 


Pretoria Portland Cement Co. Ltd. No. 4 Works Medical 
Aid Society, P.O. Box 26, Orkney, district Klerksdorp. 
Printing Industry Medical Aid Society, P.O. Box 1993, 


Pretoria. 
Prudential Medical Aid Scheme, P.O. Box 1097, 
Johannesburg. 


Randfontein Municipal Employees’ Medical Aid Society, 
P.O. Box 218, Randfontein. 
Randles Bros. & Hudson Ltd. 
Fund, P.O. Box 1046, Durban. 
Randles Bros. & Hudson Ltd. (Johannesburg) Employees’ 
Sick Benefit Fund, P.O. Box 2678, Johannesburg. 
Rand Water Board Sick Fund, P.O. Box 1127, Johannes- 
burg. 


(Durban) Sick Benefit 


2. ‘Rennie’ and ‘The Consolidated’ Employees’ Medical Aid 


Fund, P.O. Box 1006, Durban, 

Reunert and Lenz Ltd. Medical Aid Society, P.O. Box 
92, Johannesburg. 

Reynolds Bros, Ltd. Medical Benefits Fund, 301 Smith 
Street, Durban. 

E. S. & A. Robinson (Pty.) Ltd. Medical Aid Society, 
P.O. Box 293, Germiston. 

Royal-Globe Medical Aid Fund, P.O. Box 83, Cape 
Town. 

Safim Medical Aid Society, P.O. Box 233, Vereeniging. 
Safmarine Medical Aid Society, P.O. Box 2171, Cape 


Town. 
Safnit Mills Medical Aid Fund, P.O. Box 11, Jeppes- 
town, Johannesburg. 


. SANLAM Kantoorpersoneel Siektefonds (alle takke), Pos- 


bus 1, Sanlamhof, K.P. 


. SANTAM Onderlinge Mediese Hulpvereniging, Posbus 


653, Kaapstad. 


. Shell Medical Aid Society (S.A.), P.O. Box 2231, Cape 


Town. 


. S.A. Breweries Medical Aid Society, P.O. Box 1099, 


Johannesburg. 
S.A.K.A.V. Sick Benefit Fund, P.O. Box 33, Paarl. 


. S.A. Mutual Fire & General Insurance Co. Ltd. Staff 


Medical Aid Fund, P.O, Box 516, Johannesburg. 
S.A. Mutual Life Assurance Society Staff Medical Aid 
Fund, P.O. Box 66, Cape Town. 


. S.A. National Sickness & Accident Insurance Co. Ltd. 


(SANSOM), P.O. Box 25, Sanlamhof, CP. 


. S.A. Press Association Medical Aid Society, P.O. Box 


7766, Johannesburg. 


. S.A. Pulp & Paper Industries Medical Benefit Fund, 


Tugela Mill, P.O. Mandini, Zululand. 
Benefits Fund, P.O. 


Aid Society, 12 


Box 2160, Durban. 
Teachers’ Association Medical 
Bellevue Road, Sea Point, CP. 


. S.A. Torbanite (Boksburg) Medical Aid Society, P.O. 


Box 5083, Boksburg North. 

South Atlantic Corporation Medical Aid Society, P.O. 
Box 1628, Cape Town. 

Southern Medical Aid Society, 
Town. 

Springs Industrial Benefit Society, P.O. Box 554, Springs. 
Steeldale and Union Joinery Medical Aid Society, P.O. 
Box 1210, Johannesburg. 

Ltd. Staff Medical 
P.O. Box 429, Johannesburg. 

Sydmore Sick Benefit Society, P.O. Box 8851, Johannes- 


burg. 
Medical 


P.O. Box 42, Cape 


Aid Fund, 


Aid Society, 24 Wale Street, Cape 
Town. 


. Traduna Medical Aid Fund, P.O. Box 8791, Johannes- 


burg. 


. Transvaal Corundum Associated Asbestos Medical Aid 


Society, P.O. Box 72, Pietersburg, Transvaal. 
Transvaal Society of Accountants Medical Aid Fund, 
P.O. Box 2995, Johannesburg. 

U.L.A. Medical Aid Society, P.O. Box 4589, Johannes- 
burg. 

Umzimkulu Sugar Co. Ltd. Medical Aid Fund, P.O. 
Box 43, Durban. 
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145. United Banks’ 
Cape Town. 

146. United Building Society Medical Aid Fund, P.O. Box 
7735, Johannesburg. 

147. University of the Witwatersrand (Johannesburg) Staff 
Medical Aid Fund, Milner Park, Johannesburg. 


Medical Aid Society, P.O. Box 1242, 


MEDICAL JOURNAL 
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148. Village Board of Management of Welkom Medical Aid 
Society, P.O. Box 708, Welkom, O.F.S. 

149. Wright, Boag & Head, Wrightson Sick Benefit Fund, 
P.O. Box 183, Benoni. 

150. Yorkshire Medical Aid Society, P.O. Box 2755, Johannes- 
burg. 


MEDIESE BYSTANDSVERENIGINGS WAT VRY KEUSE VAN DOKTER ALLEEN VIR SPESIALISTEDIENSTE TOELAAT 
MEDICAL BENEFIT SOCIETIES WHICH ALLOW FREE CHOICE OF DOCTOR FOR SPECIALIST SERVICES ONLY 


1. Brakpan Power Station Sick Benefit Society, P.O. Box 
1, Brakpan. 

2. Breyten Coalfields Benefit Society, P.O. Box 6, Estantia, 
Transvaal. 

3. Broken Hill Mine Employees’ Medical Specialist Fund, 
P.O. Box 45, Broken Hill. 

4. De Beers Consolidated Mines Limited Benefit Society, 
P.O. Box 616, Kimberley. 

5. Durban Roodepoort Deep Ltd. Benefit Society, P.O. 
Box 193, Roodepoort. 

6. Jagersfontein Mine Benefit Society, P.O. Box 2, Jagers- 
fontein, O.F.S. 

7. Krugersdorp Municipal Employees’ 
Society, P.O. Box 101, Krugersdorp. 

8. Northern Rhodesia Mine Employees’ Medical Specialist 
Fund, P.O. Box 134, Kitwe, N.R. 

9. Public Utility Transport Corporation Sick Fund, P.O. 
Box 9571, Johannesburg. 

10. Randfontein Estates Employees’ 
P.O. Box 37, Randfontein. 


Medical Benefit 


Sick Benefit Society, 


11. Roodepoort-Maraisburg Municipal Employees’ Sick Bene- 
fit Society, P.O. Box 217, Roodepoort. 

12. Roodepoort-Maraisburg Non-Scheduled Mines and In- 
dustries’ Benefit Society, P.O. Box 225, Roodepoort. 

13. Rosherville-Maraisburg Benefit Society, P.O. Box 99, 
Cleveland, Transvaal. 

14. Sasol Medical Benefit Society, P.O. Box 80, Sasolburg. 

15. Simmer Pan Medical Society, P.O. Box 103, Germiston. 

16. Springs Mines Benefit Society, P.O. Box 54, Springs. 

17. Tongaat Sugar Company Medical Benefit Scheme, P.O. 
Box 5, Maidstone, Natal. 

18. Transvaal Jewellers’ & Goldsmiths’ Sick Benefit Fund, 
P.O. Box 8530, Johannesburg. 

19. Tweefontein Colliery Employees’ Benefit Society, Twee- 
fontein Colliery, P.O. Coalville, Transvaal. 

20. Western Province Building & Allied Trades Sick Fund, 
P.O. Box 2013, Cape Town. 

21. Witbank Coalfield. Benefit Society, P.O. Box 26, Wit- 
bank. 

22. Witbank Power Station Medical Benefit Society, P.O. 
Box 197, Witbank. 


MEDIESE HULPVERENIGING-PRAKTYK : NOTES ON MEDICAL AID PRACTICE 


HULPVERENIGING-PRAKTYK 


Die aandag van lede van die Vereniging word bepaal by die 
laaste twee paragrawe van klousule 2 van die Algemene 
Inleiding tot die Tarief, wat handel oor die vraagstuk van 
onbetaalde rekeninge. 

Talryke moeilikhede en heelwat vertraging in die betaling 
van rekeninge het voorgekom en kom nog steeds voor as ge- 
volg van die nie-nakoming deur geneeshere van die instruksies 

wat in die betrokke klousule aangedui is. 

As geneeshere sou onthou om die derde maandelikse reke- 
ning direk aan die hulpvereniging te stuur, met die nodige 
aanmerking daarop soos in die tariefboek voorgeskrywe, kan 
daar geen gevaar bestaan dat ‘n hulpvereniging die rekening 
repudieer nie omdat dit dan ontvang sou wees na die tydperk 
waarin eise ingelewer moet word, verstreke is. 

Daarbenewens behoort geneeshere, waar enigsins moontlik, 
die volle naam en adres (ook die besigheidsadres) van die lid 
en sy lidmaatskapsnommer, indien beskikbaar, te meld. Hierdie 
inligting sal die behandeling van sodanige rekeninge verge- 
maklik, vernaamlik in die grotere hulpverenigings met lede 

wat oor die hele land versprei is en van wie daar moontlik ‘n 
hele aantal Gus van en selfs dieselfde voorletters kan hé. 

L. M. Marchand 
Medesekretaris 
Plaza-gebou 28 
Pretoria 
30 Oktober 1961 


MEDICAL AID PRACTICE 


The attention of members of the Association is drawn to the 
last two paragraphs of Clause 2 of the General Preamble to 
the Tariff which deals with the matter of unpaid accounts. 

Many difficulties and much delay in payment of accounts 
have arisen and are still arising through the non-observance 
by practitioners of the directions given in the clause concerned. 

If practitioners would remember to send the third monthly 
account direct to the society concerned, with the necessary 
remark thereon as stated in the Tariff Book, there can be no 
danger of a society refuting the account on the grounds that 
it had been received after the period allowed for submission 
of claims had elapsed. 

In addition practitioners should, wherever possible, state the 
full name and address (also the business address) of the 
member and his membership number if available. This infor- 
mation will facilitate dealing with such accounts, especially 
in the larger societies whose members are spread all over 
the country and in which there may be many members with 
the same name and even the same initials. 

L. M. Marchand 
Associate Secretary 
28 Plaza Buildings 
Pretoria 
30 October 1961 


BOEKBESPREKING : BOOK REVIEW 
BIOLOGICAL PSYCHIATRY 


Recent Advances in Biological Psychiatry. Vol. Il. Ed. by 
Joseph Wortis, M.D. Pp. xiii + 241. Illustrated. $9.75. 


London and New York: Grune and Stratton. 1961. 
The 1960 Proceedings of the Society of Biological Psychiatry, 
despite their comparative brevity, are rich in constructive con- 
tributions which will certainly affect the course of future 
psychiatric thinking. The orientations to the current status of 


Biological Psychiatry of Paul Hoch and Joseph Wortis are 
timely and perspective- giving. The paper on our 5 years of 


experience with chlorpromazine is a significant contribution, 
as are the papers on the theoretical implications on the com- 
parative chemotherapy of the depressions and the comprehen- 


sive evaluation of the réle of serotonin in behaviour. 
L.A.H. 


For ma 
closing 
carcinon 
in 1894, 
both the 
wound 
was not 
Where 
a defect 
mining | 
importir 
or pedic 
is the n 
which it 


| and hap 


and ma: 
On tt 
of closi 
scarring 
tissues V 
resultan’ 
method 
Altho 
Halsted 
surgeon: 
mastect 
of the s 
flaps. Tl 
quadran 
of skin | 
found n 
Thier: 
mastect 
tion cul 
carcinor 
ulcerati 
Thiersct 
Figs. 
gating 
course | 
lymphat 
perform 
ment, a 
at St. 
raised, | 
in diam 
The wh 
infiltrat 
was nc 
normal. 
A to 
excision 
Proxim: 


South 

| 


